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AGAINST 
THE 

STAPHYLOCOCCUS 


CHLOROMYCETIN 


Staphylococci are notorious for the variety of infections they cause and for their ability to develop 
resistance to certain antibiotics.!- According to recent in vitro studies, however, these stubborn 
pathogens remain sensitive to CHLOROMYCETIN- > 


Highly effective against most strains of staphylococci, CHLOROMYCETIN has been reported of 
value in treatment for such serious infections as staphylococcal pericarditis,9 antibiotic-resistant 
postoperative wound infections,!° antibiotic-resistant breast abscesses,3-1! pneumonia due to 
antibiotic-resistant staphylococci,!2 postoperative staphylococcal enteritis,!5 and septicemia.!4.15 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in several forms, including Kapseals® of 
250 mg., bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been asso- 
ciated with its administration, it should not be used indiscriminately or for minor infections. Furthermore, 


as with certain other drugs, adequate blood studies should be made when the patient requires prolonged or 
intermittent therapy. 


REFERENCES: (1) Wise, R. I.: J.A.M.A. 166:1178, 1958. (2) Brown, J. W.: J.A.M.A. 166:1185, 1958. (3) Caswell, H. T., 
et al.: Surg., Gynec. & Obst. 106:1, 1958. (4) Godfrey, M. E., & Smith, I. M.: J.A.M.A. 166:1197, 1958. (5) Waisbren, B. A.: 
Wisconsin M. J, 57:89, 1958. (6) Royer, A., in Welch, H., & Marti-Ibafiez, FE: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 783. (7) Markham, N. P, & Shott, H. C. W.: New Zealand M. J. 57:55, 1958. (8) Blair, 
J. E., & Carr, M.: J.A.M.A, 166:1192, 1958. (9) Horan, J. M,: Pediatrics 19:36, 1957. (10) Rawls, G. H.: Am. Surgeon 
23:1030, 1957. (11) Sarason, E. L., & Bauman, S.: Surg., Gynec. & Obst. 105:224, 1957. (12) James, U.: Brit. J. Clin. Pract. 
11:801, 1957. (13) Turnbull, R. B., Jr.: J.A.M.A. 164:756, 1957. (14) Ross, S.; Puig, J. R., & Zaremba, E. A., in Welch, 
H., & Marti-Ibafiez, FE: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 803. (15) Leachman, 
R., & Yow, E. M., in Conn, H. E: Current Therapy 1958, W. B. Saunders Company, Philadelphia, 1958, p. 51. 


| 
cA 
4 
: 
PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 
3 
~ 


wi 


IN VITRO SENSITIVITY OF PATHOGENIC STAPHYLOCOCCL 
TO CHLOROMYCETIN AND TO FOUR OTHER MAJOR ANTIBIOTICS* 


ANTIBIOTIC A 75% 


i 
ANTIBIOTIC B 61% 


MANTIBIOTIC C 50% 


ANTIBIOTIC D 39% 


0 20 40 60 80 100 ; 


*Adapted from Godfrey & Smith.' Staphylococci studied were strains isolated from 28 patients in a general hospital. 
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INTRAMUSCULAR IRON-DEXTRAN COMPLEX 


ive any ‘erecta of blood or 
any hematinic other ian the intramuscular dose of iron. His 
initial Concentration of hemoglobin measured 5.8 gm. per 
200 cc. of blood and in spite of operation [hemorrheidectomy] 
ene turtner loss of blood the concentration increased te 
42.2 gm. within less than 3 weeks. Concomitantly with the 
mematologic improvement there was clinical improvement 
and subsidence of the initial primary symptoms [unusual 


tlent t response swith a reticullall peal 
of 5.3 per cent on fing seventh day, and a complete disap- 
Pearance of the anemia and conversion from hypoehromic 
i@ Mormochromic cells by the end of two months: She expe- 
rienced remarkable improvement in pep and sense of well- 
being Coincident with the alleviation of her anemia”? 


ta) A. B.: Proc. Staff Meet. Mayo Clin. 32:705 (Dee, 11) 1957. 
Louis, J., and Limerzi, L. Rs M. Clin. Nort: America 
1958, p. 3. 


Supplied: 2-cc. and Scc. - f 4. Physician’s directions in 
every box. There are 50 ie nenta! iron per cc. Request brochure 
NDA 17, imferon. 

és distribiited by Lakeside Laboratorics, inc. undar license 
from Benger Laboratories, Lin 
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In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 


@ Zanchol produces a bile low in sediment. 
@ Zanchol enhances the abstergent quality of bile. 


@ Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


@ Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 


Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 


VoL. 85, DECEMBER, 1958 


LEC 


q 
: , 5 
3 


Tetracycline with Citric Acid LEDERLE 


LEDERLE LABORATORIES, « Division of AMERICAN CYANAMiD COMPANY, Pear! River, New York Qecteria) 
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Alusco 


CAPSULES 


Aluscop capsules, a unique preparation 
equally as effective as the liquid form, pro- 
vide rapid and prolonged relief of pain, dis- 
comfort and dysfunction in the management 
of peptic ulcer, hyperacidity, gastro-intestinal 
spasm or hyperirritability. 


Aluscop TREATS THE ENTIRE 
DYSPEPTIC SYNDROME 


Methscopolamine nitrate —the 
most potent antisecretory agent—35 times 
that of atropine sulfate, inhibits gastricacid 
secretion and acts as a “medical splint” 
through its visceral antispasmodic action. 


Dihydroxy aluminum aminoac- 
etate and magnesium hydroxide 
—two of the most effective antacids—exert 
dual action without constipating effect. 


Sodium lauryl sulfate—a pepsin in- 
activator—minimizes pepsin erosion and 
further destruction of tissue to hasten 
healing of lesions. 


Composition: 1 tablespoonful (15 cc.) of suspen- 
sion or 2 capsules contain: methscopolamine nitrate 
2.5 mg., dihydroxy aluminum aminoacetate 900 mg., 
magnesium hydroxide 75 mg., and sodium lauryl 
sulfate 40 mg. 


ANTICHOLINERGIC + ANTISECRETORY + ANTI-ENZYME + ANTACID 


Dosage: 1 tablespoonful or 2 capsules after each 
meal and at bedtime, as required. 


Supplied: Bottles of 100 capsules and 12 oz. of 
suspension. 


Cincinnati, Ohio 
Fine Pharmaceuticals Since 1894 


Lloyd, Dabney & Westerfield, Inc. 
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Results with “. . . antacid therapy with DAA are essentially the same as... with 


potent anticholinergic drugs. 


Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that “The 
percentage of ‘good to excellent’ results obtained in 


patients on continuous long-term antacid therapy with 
DAA (74%) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that ‘Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

(dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet). 


BRAYTEN PHARMACEUTICAL COMPANY © Chattanooga 9, Tennessee 
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Exactly how 


does new Halodrin* restore the 


“premenopausal prime” 


in postmenopausal women? 


Webster defines “prime” as the period of greatest health, strength, and beauty. In a woman, these are the 
childbearing years between puberty and menopause—the years when her hormone production is highest. 


The inevitable reduction in this hormone production as she enters the menopause often results in physical 
discomfort in the form of hot flushes, nervousness, insomnia, or a multiplicity of other symptoms with which 
you are familiar. Superimposed on this physical picture is the psychic trauma brought on by this unavoidable 
evidence of aging. The thing that brings her to a physician is simply that she “feels bad.” 


You can’t make her 35 again—but the odds are good that you can make her feel like it! The secret is a 
combination of reassurance and hormones. The exact form and amount of the former defy objective analysis, 
but the latter can now be provided with scientific precision. Reduced to essentials, here is the explanation of 
exactly how hormones—in the form of Upjohn’s new Halodrin—restore the “premenopausal prime.” 


The normal premenopausal woman excretes estrogens in the urine in the form of estradiol, estrone, and 
estriol, in an approximate 28-day average ratio of 39:15:46. Starting with this urinary excretion of estrogens, 
it is possible to calculate backwards and estimate the amount of estradiol that must have been secreted endo- 
genously in order to produce these urinary levels. This is possible because the proportion of estrogens which 
appears in the urine following parenteral administration has been established in castrated women. 


On this basis, the average endogenous output of estrogens is about 160 micrograms per day during a 
menstrual cycle, and 80 micrograms per day in postmenopausal women (see chart opposite). Therefore, the 
restoration of the “premenopausal prime” in the postmenopausal woman requires the replacement of approxi- 
mately the equivalent of the 80 micrograms of estradiol per day that she no longer secretes endogenously. 


Oral ethinyl estradiol is about 2 to 2% times as potent as parenteral estradiol. Therefore, the replacement 
of 80 micrograms of endogenous estradiol production per day is accomplished by the oral administration 
of 32 to 40 micrograms of ethinyl estradiol per day. 


Each Halodrin tablet contains 20 micrograms of ethinyl estradiol, which means that the recommended 
dosage of 2 tablets per day provides 40 micrograms of ethinyl estradiol. This offsets the loss of 80 micrograms 


of endogenous estradiol production in the menopausal woman; i.e., restores the “premenopausal prime.” 


Each Halodrin tablet also contains 1 mg. of Upjohn-developed Halotestin* (fluoxymesterone)—the most 
potent oral androgen known. The primary purpose is to “buffer” the ethinyl estradiol just enough to prevent 
breakthrough bleeding, which is obviously undesirable in the menopause. It also exerts other beneficial hor- 


monal effects, one of which, in common with ethinyl estradiol, is a powerful anabolic action so desirable in 
patients of advanced years. 


PTRACEMARK, FEG. U.S. PAT. OFF COPYRIGHT 1966, THE UPJOHN COMPANY Upjohn | 


Endogenous estrogen secretion (meg. 24 hours) 


(calculated from average 24-hour urinary excretion 
of estradiol, estrone, and estriol) 


Menstruation 


Estradiol mcg./24 hrs. 


Average daily secretion, 
premenopausal 


Average daily secretion, 
postmenopausal 
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PENETRATES 


SOFTENS FECES 


ADDS FORMED BULK 


EASES EVACUATION 


*Unique encapsulation of 
millions of minute oil 
globules by Irish moss 
assures complete pene- 
trant diffusion in stools. 


IN CONSTIPATION 


TO SOFTEN STOOLS WITHOUT TISSUE DEHYDRATION 
AND MAKE THEM MOVE WITHOUT STRAINING 


KONDREMUL 


COLLOIDAL EMULSION OF MINERAL OIL AND IRISH MOSS | (patch) 


PROVEN SAFE...EFFECTIVE + IN PREGNANCY ~ IN 
CHILDHOOD + IN MIDDLE-AGED PATIENTS + IN ELDERLY 
PATIENTS - THROUGH MORE THAN 25 YEARS OF USE 


AVAILABLE in three pleasant-tasting formulas: 

for the average patient 

KONDREMUL (Plain) 

containing 55% minerai oil. Bottles of 1 pint. 

for more hypotonic cases 

KONDREMUL WITH CASCARA 

0.66 Gm. non-bitter Ext. Cascara per tablespoonful. 
Bottles of 14 fl.oz. 


for more resistant constipation 

KONDREMUL WITH PHENOLPHTALEIN 

0.13 Gm. (2.2 gr.) phenolphthalein per tablespoonful. 
Bottles of 1 pint. 


THE E. L. PATCH COMPANY Stoneham, Massachusetts 


70 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


VIRGINIA MEpIcAL MONTHLY 
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MEDIA 

FRACTURED 
TIBIA? 


NEW 3-WAY “PICKUP” 
FOR APPREHENSIVE AND/OR 
HYPERTENSIVE PATIENTS 


® 
NEO-SLOWTEN 
A TRANQUILIZING COMBINATION 
relieves anxiety, irritation, fatigue 
reduces mild elevated blood 


pressure 
@ refreshes neural tone 


ACCELERATE THE 
RECOVERY 


EACH WHITE, SCORED TABLET CONTAINS: 


Ph 

PROCESS WITH enotwarning: May be hebit forming 
Reserpine - O.l mg. 
Thiamine hydrochloride 


supp.ieD: Bottles of 100 scored tablets. 
THE E. L. PATCH COMPANY 
patch Stoneham, Massachusetts 


70 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


STREPTORINASE STREPTOOORMASE LECERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 
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Mazola’ Corn Oil...a palatable food 


effective in the managt 


Extensive clinical tests show that when the 
diet contains an adequate amount of Mazola 
Corn Oil, serum cholesterol levels tend to be 
normal...high blood cholesterol levels are 
lowered, normal levels maintained. 


Fortunately for both physician and patient, 
Mazola Corn Oil is not only rich in unsatu- 
rated fatty acids, it is also a delicious food. 
It becomes an enjoyable and normal part of 
the patient’s daily meals—no complicated or 
special diet is required. 

Here is a therapy easy for you to prescribe, 
easy and pleasant for your patients to follow. 


Nutritional authorities generally recom- 
mend that fats should provide no more than 
30% of the total calories. In cholesterol-low- 
ering diets from one-third to one-half of these 
fats should be unsaturated, such as in Mazola 
Corn Oil. 


CORN PRODUCTS 
REFINING COMPANY 


ent and control 


1M COOKING OR SALADS 


Mazola Corn Oil is a superlative cooking 
oil as well as a delicious salad oil. 
Adequate amounts can be eaten daily— 
in a wide variety of salad dressings and 
in a great number of fried and baked 
foods. 


MOST EFFECTIVE | 


Pure, clear, bland and odorless. Mazola 
Corn Oil is stable and dependable, pro- 
viding the full measure of cholesterol- 
lowering unsaturated fatty acids char- 
acteristic of corn oil. 


BCONOMICAL 


Mazola Corn Oil is sold in grocery stores 
throughout the country, is available 
everywhere. Its comparatively low cost 
makes it as economical as it is effective. 


MAZOLA* CORN Olt is a rich source of un- 
saturated fatty acids. It can form a regular 
part of the diet without major changes in 
eating habits to provide an effective un- 
saturated oil as a part of the daily meals. 
EACH TABLESPOONFUL OF MAZOLA CORN 
OIL PROVIDES NOT LESS THAN: 


Linoleic Acid .. . 
Sitosterols 


TYPICAL AMOUNTS PER DIET 


For a 3600 calorie diet 3 tablespoonsful 
For a 3000 calorie diet 2.5 tablespoonsful 
For a 2000 calorie diet 1.5 tablespoonsful 


*Reg. U.S. Pat. Off. 
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Stearate 


(Erythromycin Stearate, Abbott) 


indications: 
In infections caused by staphylococci, 
streptococci (including enterococci) and 
pneumococci. Also, against organisms 
that have become resistant to other anti- 
biotics. ERYTHROCIN should be used 
where patients are allergic to penicillin or 
other antibacterials. 

dosage: 

Usual adult dose is 250 mg. every six 
hours; for severe infections, usual dose is 
500 mg. every six hours. Child's dose may 
be reduced in proportion to body weight. 
supplied: 

In bottles of 25 and 100 Filmtabs (repre- 
senting 100 and 250 mg. of ERYTHROCIN 
activity). Also, in cinnamon-flavored oral 
suspension; 75-cc. bottles. Each 5-cc. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


® Filmtab — Film-sealed tablets, Abbott; pat. applied for. 
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in 
antibiotic 


remarkable effectiveness 


against the cocci- 


plus a safety record 
unmatched in systemic 
antibiotic therapy 


Now, after more than six years of extensive 
use, there has not been a single serious 
reaction to ERYTHROCIN. Additionally, the 
often-met problem of resistance has re- 
mained unusually low with ERYTHROCIN. 


Therapeutically, you'll find ERYTHROCIN 
highly effective against the majority of coc- 
cal organisms. Where severe viral attacks 
occur, ERYTHROCIN may well be the wea- 


pon to counteract those Abbott 
dangerous complications. 
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higher 


levels 


Potassium 
Penicillin V 
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Now, IN BOTH FILMTAB AND ORAL SOLUTION, patien 
get high penicillin V blood levels with COMPOCILLIN- 
VK. Note the chart. Concentrations are three times 
higher than an equivalent dose of potassium peni- 
cillin G. 


COmPOCILLIN-VK is indicated whenever you desire 
oral penicillin therapy. In severe infections, oral 
penicillin should be supplemented by parenteral 
therapy to obtain the- maximum therapeutic 
response. 


Indications: 


Against all organisms sensitive to oral penicillin 
therapy. For prophylaxis and treatment of complica- 
tions in viral conditions. And as a prophylaxis in 
rheumatic fever and rheumatic heart disease. 


Dosage: 


Depending on the severity of the infection, the usual 
adult dose is 125 to 250 mg (200,000 to 400,000 units) 


White line om the chart shows the ranges of Filmiab 
COMPOCILIN-VK, while the gtay line shows the 
medians. Note the high ranges and averages at ‘% 
hour, and at hour. 


Doses of 400 000 units were adminigteted before meal- 
time to 40 subjects involved in is Sia. 
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Supplied: 
In Filmtabs, representing 125 mg. (200,000 units) of 
potassium penicillin V, bottles of 50 and 100. In 250 


AW) (YY he Or 
mg. (400,000 units), bottles of 25 


For Oral Solution, COMPOCILLIN-VK comes in dry 
granules for easy reconstitution with water. Cherry- 
flavored, the granules come in 40-cc. and 80-cc. 
bottles. Each 5-cc. teaspoon of solution represents 
125 mg. (200,000 units) of potassium penicillin V. 


CompPocit.in-V® Oral Suspension (Ready-Mixed), 
Hydrabamine Penicillin V, Abbott, comes in 40-cc 
and 80-cc. bottles. Each tasty, banana-flavored 5-cc. 
teaspoonful represents 180 mg. (300,000 »o 

units) of penicillin V. At all pharmacies.) hhott 
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every four to six hours. For children, dosage may be 
Ody weight. 


the most effective antibiotic 


available against staphylococci 


CRYSTALLIZED 


(RISTOCETIN, ABBOTT) 


PREPARED FROM PURE CRYSTALS 


Provides Outstanding Clinical Effectiveness Against Coccal 
Infections, Including Resistant Staphylococci and Enterococci‘ 


Provides Bactericidal Action Against Coccal Infections’ 


Provides Successful Short-Term Therapy In Endocarditis? 
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Now, after just 12 months, SPONTIN has become an outstand- 
ing drug of choice against resistant staphylococci, and in 
other serious coccal infections. 

Six papers presented at the Antibiotics Symposium’ re- 
ported the effectiveness of SPONTIN against resistant staphy- 
lococcal infections. Clinical reponses involved enterococcal 
endocarditis, staphylococcal pneumonias and staphylococcal 
bacteremias. Many of these patients were going downhill 
steadily—in spite of treatment by other antibiotics. 

Toxicity? Careful attention to dosage recommendations has 
practically eliminated toxicity and side effects as serious ob- 
stacles to therapy. Also, recent improvements have been 
made in the manufacture of SPONTIN; the drug is now made 
from pure crystals. A recent report? in the Journal of the 
American Medical Association concluded, ‘‘It is our opinion 
that, if proper precautions are observed, ristocetin is a safe 
and potent agent to employ in the treatment of staphylococcal 
infections.” 


If you do not have the revised literature on this lifesaving 
antibiotic, please contact your Abbott Representative soon; 
or write direct to Abbott Laboratories, North Chicago, Illinois. 


INDICATIONS: Against a wide range of staphylococcal, 
streptococcal, pneumococcal and enterococcal infections. A 
drug of choice for treating serious infections, particularly those 
caused by organisms that resist all other antibiotics. 


DOSAGE: Administered intravenously. In pneumococcal, 
streptococcal and enterococcal infections, a dosage of 25 
mg./Kg. will usually be adequate. Majority of staphylococcal 
infections will be controlled by 25 to 50 mg./Kg. per day. It is 
recommended that the daily dosages be divided into two or 
three equal parts at eight- or 12-hour intervals. 


SUPPLIED: In vials containing a sterile, lyophilized powder, 
representing 500 mg. of ristocetin A activity. 


Be sure your hospital has it stocked. ObGott 


cs, Washington, 0. C., Oct. 15, 16, 17, 1968. 


| i; 
9 as 
] 
— 
| | 
4 
' 
! 

| Y é 

. 
‘aN 
‘ 
N \ 
\ 
=" 
1. Sixth Annual Syr , ANt Dict 
2. Antibiotics Annual, 1957-58, p. 187-98 
‘ 3. J.A.M.A., 167:1584, July 26, 1958. : 
‘ 
if) 
\' 
: i) 
= 
.- 


A versatile, well-balanced formula for treating common 
upper respiratory infections, particularly during respira- 
tory epidemics; when bacterial complications are ob- 
served or are likely; when patient's history is positive 
for recurrent otitic, pulmonary, nephritic, or rheumatic 
involvement. 


Cuecks Symptoms: Includes traditional components for 
rapid relief of the traditional nonspecific nasopharyn- 
gitis, symptoms of malaise, chilly sensations, inconstant 
low-grade fever, headache, muscular pain, pharyngeal 
and nasal discharge. 


Available on prescription only. 


Adult dosage for AcHRocipIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


prevents the 


Qeterio) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


TABLETS (sugar coated) 
Each Tablet contains: 
ACHROMYCIN® Tetracycline 
Phenacetin 

Caffeine 

Salicylamide 

Chlorothen Citrate 

Bottles of 24 and 100. 


SYRUP (lemon-lime flavored) 


Each teaspoonful (5 cc.) contains: 


AcHROMYCIN® Tetracycline 
equivalent to tetracycline HCl 

Phenacetin 

Salicylamide 

Ascorbic Acid (C) 

Pyrilamine Maleate 

Methylparaben 

Propylparaben 

Bottle of 4 oz. 


125 mg. 
. 120 mg. 
. 30mg. 

150 mg. 
25 mg. 


VIRGINIA MEpICAL MONTHLY 
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125 mg. 
120 mg. 
25 mg. 
. 15 mg. 
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Captuies / Oral Suspension 


destened 


or 
effective 


control of 
positive 
infections 


NEW YORK 17, N. Y. 


CLINICAL all Staph 
RESULTS adults children infections 
172 (80%) 148(89%) 71 (88%) 
Improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11(6%)  3(3%) 
Types of infecting organisms: The majority of 
identified etiologic microorganisms were staph. 
aureus and Staph. albus. Tao has its grea 
usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- 
mococci, gonococci, Hemophilus influenzae. 


Per cent of “‘antibiotic-resistant’’ epidemic 
staphylococci cultures susceptible to Tao, 


= 


chloramphenicol 


erythromycin 


penicillin 


% of Cultures Susceptible 
to 3.12 mcg./mi. or less 


REACTIONS: 

(a) adults (b) children 
Total—9.2% Total —-0.6% 

(20 out of 217) (1 out of 167) 

Skin rash —14% Skin rash —none 
(3 out of 217) Gastrointestinal ~ 
Gastrointestinal — 0.6% (1 out of 167) 
7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid + rapid, high and sus- 
tained blood levels + high urinary concentrations 
+ outstanding palatability in a liquid preparation. 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered at any time, without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 


jeune Medical Encyclopedia, Inc., 1958, p. 476. 
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CHLOROTHIAZIDE 


FINNERTY, F. A., Buchholz, J. H. and Tuckman, J.: J.A.M.A. 166:141, 
Jan. 11, 1958. 


DIURIL (Chlorothiazide) given alone to 85 patients, “. . . caused an excellent 
diuresis, with reduction of edema, weight, blood pressure, and albuminuria. .. . 

The average effective dose was found to be 1 Gm. per day by mouth. . . . The usually 
excellent response coupled with the absence of significant toxicity and lack of 
development of drug resistance makes chlorothiazide ideal for the prevention 

and treatment of toxemia.” 


DOSAGE: one or two 500 mg. tablets of DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


Divurit is a trademark of Merck & Co., Ing, 


©1958 Merck & Co., Inc; 


MERCK SHARP & DOHME bivision of MERCK & CO., INnc., Philadelphia 1, Pa. Qo) 
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ANY INDICATION FOR DIURESIS IS AN INDICATION FOR yy 
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Many clinicians believe that good nutrition plays a significant role in preventing bacterial 
infections, and that immunity depends on adequate vitamin levels. Tisdall' states 

that “a low intake of a number of vitamins, a low intake of minerals, and a change in 

the quality of protein can all lower resistance to infection.” 


Other studies show the important role of the B vitamins in antibody formation. 

Thus, Nutrition Reviews? reports: “Present evidence indicates that certain B vitamins, notably 
pyridoxine, pantothenic acid and folacin, play a significant role in antibody synthesis.” 
According to Pollack and Halpern,’ “Under-nutrition leads to increased susceptibility to infection 
and decreased resistance to established disease.” And “vitamin deficiency states 

also may adversely influence circulating antibodies.” 


Halpern‘ reports that “good nutrition is important for optimal resistance to infection, for a 
superior tissue capability to cope with disease and injury, and for maximum antibody 
production ... nutrition participates in the prophylaxis against most acute infections...” 


And while MacBryde' feels that evidence is lacking to support the view ‘hat a higher than 
normal intake of vitamins will improve resistance to infection, he also states: “Restoration of 
nutrition to normal exerts a favorable influence on practically all disease conditions... 
Often the outcome will depend more upon the correction of the malnutrition than upon any 
therapy directed toward the malady.” 


SQUIBB VITAMINS FOR THERAPY 


now expanded to include additional essential vitamins — 


and at no extra cost to your patients 


| Each Theragran Capsule supplies: 


Vitamin A . . 25,000 U.S.P. units 


Thiamine Mononitrate. . . . . .... . 10mg. {lso A le: THeracran Liquid, bottl 
4 our I AGRAN Junior bot 

Pyridoxine Hydrochloride . . . . . . .. 

Vitamin B,, Activity Concentrate . . . . . . « « Smeg. 


Dosage: 1 or more capsules daily as indicated. 


Supply: Family Packs of 180. Bottles of 30, 60, 100 and 1,000, 


References: 1. Tisdall, F. F.: Clinical Nutrition, ed. by Joliffe, N.; Tisdall, F. F., and Cannon, P. R.: Paul B. 
Hoeber, Inc., New York, 1950, p. 748. 2. Nutrition Reviews, 15:47, (Feb.) 1957. 3. Pollack, H,, and Halpern, 
S. L.: Therapeutic Nutrition, National Academy of Sciences and National Research Council, Washington, D. C., 
1952, p. 18. 4. Halpern, S. L.: Ann. N. Y. Acad. Science 63:147, (Oct. 28) 1955. 5. MacBryde, C. N.: Signs 
and Symptoms, J. B. Lippincott Co., Phila., 3rd Ed. 1957, p. 818. 


Squibb Quality—The Priceless Ingredient 


*Theragran’® is a Squibb trademark. 
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Much 


thank you, 


Proven in research 


1. Highest tetracycline serum levels 


2. Most consistently elevated serum levels 


3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


4. More rapid clinical response 


5. Unexcelled toleration 


COSA-TETRACY 


CAPSULES 

(black and white) 

250 mg., 125 mg. 

(for pediatric or long- 
term therapy ) 


COSA -TETRASTATIN* 


glucosamine-potentiated tetracycline with nystatin 


2 oz. bottle 


Antibacterial plus added protection against 
monilial super-infection 


CAPSULES (black and pink) 250 mg. Cosa-Tetra- 
cyn (with 250,000 u. nystatin) 


ORAL SUSPENSION 125 mg. per tsp. (5 cc.) 
— (with 125,000 u. nystatin), 2 oz. 
ttle 


ORAL SUSPENSION 
(orange-flavored ) 
125 mg. per tsp. (5 cc.) 


REFERENCES: 1. Carlozzi, M.: Antibiotic Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, 
W. W., and Staffa, A. W.: Antibiotic Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


NEW! PEDIATRIC DROPS 
(orange-flavored) 5 mg. per 
drop, calibrated dropper, 

10 cc. bottle 


COSA -TETRACYDIN* 


glucosamine-potentiated tetracycline-analgesic- 
antihistamine compound 

For relief of symptoms and malaise of the 
common cold and prevention of secondary 
complications 


CAPSULES (black and orange) —each capsule con- 
tains: Cosa-Tetracyn 125 mg.; phenacetin 120 mg.; 
caffeine 30 mg.; salicylamide 150 mg.; buclizine 
HCl 15 mg. 


Bartlett, G. R.: Glucosamine and leukemia, Proc. Soc. Exp. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: 
Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, 
E., and Barsky, S.: Antibiotic Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., 
Bamford, J., and Bradley, W.: Antibiotic Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 


1:15 (July) 1958. 


Science for the world’s well-being 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 
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in cases | 
Serpate 


the preferred drug where anxiety or emotional agitation 
must be controlled 


«.. provides sedgtion without hypnosis, o sense 
ree of relaxed well being ond tranquility 


... effects o graducl-ond sustained lowering of 
elevated blood pressure in potients with 
mild, labile or essentiol hypertension 


Supplied: 0.1 mg. and 0.25 mg. tablets in bottles of 100, 
500 and 1000, or on prescription at leading 
pharmacies 


RAUWOLFIA 
SERPENTIN 
in cases of hypertension 


Rauval — 


(Rauwolfig Serpentina, Vale) 


... double assayed to insure optimal therapeutic effect 
tested chemically to insure total alkaloid content 

tested biologically to insure uniform hypotensive action 
. ideal therapy. in labile and moderote hyper- 


tension adjunctive.therapy in severe 
hypertension 


. achieves gradual lowering of the blood pressure, 
gentle sedation, tranquilization with prolonged 
effect even ofter cessation of therapy 


supplied: 50 mg. and 100 mg. tablets in bottles of 100 and 
1000, or on prescription at leading pharmacies 


(ass THE VALE CHEMICAL COMPANY, INC. allentown, pa. 
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FAST-ACTING ORAL BROAD-SPECTRUM THERAPY. the modern biue and yellow 


ACHROMYCIN V Capsules, combining equcl parts of pure crystalline ACHROMYCIN Tetracycline HCI and Citric Acid, provide 
unsurpassed ora! broad-spectrum therapy. 


Speed of absorption adds new emphasis to the benefits of true broad-spectrum action, minimum side effects and wide range 
effectiveness that have established ACHROMYCIN as an antibiotic of choice for decisive control of infection. 


REMEMBER THE y WHEN SPECIFYING ACHROMYCIN Vv. New blue and yellow 


capsules (sodium-free)—250 mg. with 250 mg. citric acid, and 100 mg., with 100 mg. citric acid. 


ACHROMYCIN V dosage; Recommended basic oral dosage is 6-7 mg. per Ib. body weight per day. In acute, severe infections 


often encountered in infants and children, the dose should be 12 mg. per Ib. body weight per day. Dosage in the average adult 
should be 1 Gm. divided into four 250 mg. doses. 


ACHROMYCIN' V 


Tetracyciine-HC! and Citric Acid Lederte 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York t Lederie ) 
*Reg. U.S. Pat. Off. 
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Now, a single unique preparation, 
Trisulfaminic, can provide dramatic 
relief from congestion, and at the same 
time protect the patient from secondary 
bacterial invaders. Often within min- 
utes of the first dose, congestion begins 
to clear; the patient can breathe again. 


Trisulfaminic is particularly valuable 
for the “almost well” patient who is re- 
covering from influenza but is left with 
congested nasal and bronchial passages. 
And for patients with purulent rhinitis, 
sinusitis or tonsillitis, combination ther- 
apy with Trisulfaminic offers a most 
realistic approach to total treatment. 


Oral Decongestant Action, Through 
the action of Triaminic, nasa! patency 


Suspension contains: 


(phenylpropanolamine HCl. 12.5 mg.; 
pheniramine maleate .......... 6.25 mg.; 
pyrilamine maleate .............. 6.25 mg.) 

Trisulfapyrimidines U.S.P. 0.5 Gm. 


nasal and paranasal congestion 
and control secondary invaders 


Each Tablet and each 5 ml. teaspoonful of 


SMITH-DORSEY + a division of The Wander Company 


is achieved rapidly and dramatically. 
Adequate ventilation helps eliminate 
mucus-harbored pathogens. And be- 
cause Trisulfaminic is administered 
orally, there is no problem of rebound 
congestion, no pathological change 
wrought in the nasal mucosa. 


Wide-Spectrum Action, Secondary bac- 
terial infections, which are always a 
threat in upper respiratory involve- 
ment, are forestalled by the wide-spec- 
trum effectiveness of triple sulfona- 
mides. This added antibacterial protec- 
tion makes Trisulfaminic highly useful 
in treating the debilitated patient who 
is prone to lingering or frequently 
recurring colds. 


TRIAMINIC PLUS TRIPLE SULFAS 


Dosage: Adults—2 to 4 tablets or 
teaspoonfuls initially, followed by 2 
tablets or teaspoonfuls every 4 to 6 
hours until the patient has been 
afebrile for 3 days. Children 8 to 12 
years—2 tablets or teaspoonfuls 
initially, followed by 1 tablet or 
teaspoonful every 6 hours. Younger 
children—dosage in proportion. 


* Lincoln, Nebraska + Peterborough, Canada 
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designed to be equally effective as both 
a MUSCLE RELAXANT 
Qa TRANOUILIZER In 


Low 

met 

/ | | No 

rate 

by t 

sys 

the first true-TRANOUILANANT 

No 

offering new freedom for your patients... from muscle spasm, — 

No 
from tension and anxiety, from side effects dey 
[ < L. tranquillus, quiet; L. laxare, to — 

loosen, as the muscies! No 


EXCEEDS OLDER DRUGS UP TO 4 TIMES IN PERCENTAGE OF CLINICAL EFFICACY ‘tichtman) 


The results of clinical studies of over 4000 patients by 105 physicians demonstrate that TRANCOPAL often is effective when 
other drugs have failed. From these studies it is clear that TRANCOPAL probably can provide more help for a greater number of 
tense, spastic, and/or emotionally upset patients than any other chemotherapeutic agent in current use. 


EXCOLLENT | 
EXCELLENT 
EXCELLENT 
EXCELLENT 
EXCELLENT 
EXCELLENT 


FAIR 
poor 


35 (28%) 


38 (23%) 
12 (19%) 


23 (14%) 
21 (17%) 


19 (15%) 
13 (8%) 
17 (11%) 


35 (2%) 
95 (7%) 


EXCELLENT 
EXCELLENT 
EXCELLENT 


POOR 


41 (23%) 


30 (13%) 


2 (1%) 


24 (10%) 


Total Ne. Patients 
2 


TRANCOPAL...the first true “tranquilaxant 


Both a muscle relaxant and a calmative agent. 


In musculoskeletal disorders, 91 per cent effective. 


In anxiety and tension states, 93 per cent effective. 


Lower incidence of side effects than with zoxazolamine, 
methocarbamol or meprobamate. 


No known contraindications. Blood pressure, pulse 
rate, respiration and digestive processes unaffected 
by therapeutic dosage. No effects on hematopoietic 
system or liver and kidney function. 


Low toxicity. In animals, even less toxic than aspirin. 


No gastric irritation. Can be taken before meals. 


No clouding of consciousness, no euphoria or 
depression. 


No perceptible soporific effect, even in high dosage. 


-MUSCULOSKELETAL CONDITIONS 


PSYCHOGENIC CONDITIONS. 
Patients 


EXCELLENT 


MPROVEM 
84% 


FAIR 


Compare Trancopal with 3 widely 
used central relaxants 


FOR ACTIVITY 


Single Dose 


a 


Considering the usual human dose, Trancopal, the 
first true “tranquilaxant,” is four to ten times as 
potent per milligram. 


FOR SAFETY 


TRANCOPAL Meprobamote Zoxozolomine Methocarbamel 


Comparative pharmacologic tests showed that 
Trancopal is up to thirteen times as safe, or up 
to thirteen times less toxic. The measure of safety 
was the in mice/usual human dose. 


TRANCOP AL Meprobomate Met Zoxozolamine 


A clinical comparison in low back pain, torticollis, 
bursitis and anxiety states showed that Trancopal 
is up to four times as effective. Each of 40 pa- 
tients received all four drugs in random rotation 
for several days. While each of the four drugs 
gave some relief, only the one providing the most 
effective relief was recorded. 


TRANCOPAL thoroughly 


evaluated clinically 


“In the treatment of conditions associated with skeletal muscle 
spasm there was a high percentage of satisfactory results 
(excellent, good or fair) in 310 patients (94%) out of 331 treated. 
.. - In 120 patients with simple anxiety or tension states results 
were satisfactory in 114 (95%). Dosage of chlormethazanone 
in all cases was 100 mg. t.i.d. As well as relieving the anxiety 
or tension state, chlormethazanone also allowed these patients 
to resume their usual occupations.” (Lichtman) 


the first true “TRANQUILAXANT” 


Dosage: One Caplet (100 mg.) orally three or four times daily. Relief 
of symptoms occurs in fifteen to thirty minutes and lasts from four to six 
hours. 


Supplied: Trancopal Caplets® (scored) 109 mg., bottles of 100. 


Laboratories New York 18, N. Y. 


* Baker, A. B.: Modern Med. 26:140, April 15, 1958. + Cohen, A. 1. In preparation. « Cooperative 
Study, Department of Medical Research, Winthrop Laboratories. * Gesier, R. M., and Coulston, F.: 
Toxicol. & Appi. Pharmacol. To be published. - Gesier, R. M., and Surrey, A. R.: J. Pharmacol, & Exper. 
Therap. 122:24A, Jan., 1958. + Gesier, R. M., and Surrey, A. R.: J. Pharmacol. & Exper. Therap. 
122:517, April, 1958. - Lichtman, A. L. : Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. + Surrey, 
A. R.; Webb, W. G., and Gesler, R . M.: J. Am. Chem. Soc. 80:3469, July 5, 1958. 


Printed in U.S. A. 11-68 (3928) 
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in over three years of clinical use 
in over 600 clinical studies 


FOR RELIEF OF ANXIETY 
AND MUSCLE ‘TENSION 


Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or jaundice 


Milt own 


Supplied: 400 mg. scored tablet ed tablets, 
Wa WALLACE LABORATORIES, New Bru ick, N. J. 
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IN OFFICE SURGERY 


ELECTIVE AND TRAUMATIC 


use XYLOCAINE first... 
as a local anesthetic 
or a topical anesthetic 


SPRAY | NERVE BLOCK 


Xylocaine HC] solution, the versatile anesthetic for general office sur- 
gery, relieves pain promptly and effectively with adequate duration 
of anesthesia. It is safe and predictable. Local tissue reactions and 
systemic side effects are rare. Supplied in 20 cc. and 50 cc. vials; 0.5%, 
1% and 2% without epinephrine and with epinephrine 1:100,000; also 
in 2 cc. ampules; 2% without epinephrine and with epinephrine 
1:100,000. 


XYLOCAINE’ Hci SOLUTION 


(brand of lidocaine”) 


oe Astra Pharmaceutical Products, inc., Worcester 6, Mass., U.S.A. 
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If you were to examine these patients 


could you 
detect 
the uveitis patient on 


\ | ec d rol ? Probably not. Not without a history. 


First, because he’s more than likely symptom-free. 


Second, because he shows none of the disturbing changes in appearance, 
behavior or metabolism sometimes associated with corticotherapy. 

Even your practiced clinical eye would find it difficult 3 

to spot someone else’s Medrol patient. = a 


xut In your own patients, you could see the advantages the disease, 
of Medrol right away. Why not try it? aie 


nazoo, Michigan REG. U.S. PAT. OFF. — METHYLPREDN ONE, UPJOHN 


— a ¥ 
Upjohn 
The Ur Company, Kalan 


Faster rehabilitation in 


Joint Inflammation and le spas 
are the two elements most responsibie 
for disability in rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the Inflammatory 
process and simultaneously relieves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any singie antirheu- 
matic-antiarthritic agent. 


MEPROLONE-2 Is Indicated In cases of severe 
Involvement, yet often leads to a reduction of 
steroid dosage because of its muscie-reiaxant 
action. When invoivement is only moderately 
severe or mild, MEPROLONE-1may beindicated. 


SUPPLIED: Multiple Compressed Tablets in 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel (botties of 100). 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
In the same formula as MEPROLONE-2 (bot- 
ties of 100). MEPROLONE-5—5.Omg. predniso- 
lone, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide geil (botties of 30). 


Because muscies move joints 
both muscle spasm and joint 
inflammation must be 
considered in treating the 
rheumatic-arthritic patient 


mult 


THE 


| 
MERCK SHARP & DOHME obivision of MERCK & CO., INnC., Philadelphia 1, Pa: ne 


Rheumatoid Arthritis 


Multiple compressed tablets 


THE FIRST MEPROBAMATE-PREONISO LONE THERAPY 


MEPROLONE is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscies in spasm and 

to suppress joint inflammation... 


Therefore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 


MEPROLONE Is a trade-mark of Merck & Co., Inc. 
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HOR 
QUICK 


COMEBACK 


provides dependable, fast, effective therapy 


dependable action 


because all patients show therapeutic 
blood concentrations of penicillin with 
recommended dosages. 


quick deployment 

of the bacteria-destroying antibiotic. 
Within five to fifteen minutes after ad- 
ministration, therapeutic concentrations 
appear in the general circulation. 
higher blood levels 


than with any other penicillin given 


LILLY AND COMPANY e 


INDIANAPOLIS 6, 


orally. Bactericidal concentrations are 
assured. Infections resolve rapidly. 


Dosage: 125 or 250 mg. three times daily. 


Supplied: Tablets, scored, of 125 and 250 
mg. (200,000 and 400,000 units). 


New V-Cillin K, Pediatric: In bottles 
of 40 and 80 cc. Each 5-cc. teaspoonful 
provides 125 mg. V-Cillin K. 


V-Cillin® K (penicillin V potassium, Lilly) 


INDIANA, 


As 
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Guest Editorial.... 


States Rights in Hospitals 


HERE has long been widespread dissatisfaction with many of the rulings of the 

Joint Commission on Accreditation of Hospitals. Undoubtedly the Hospital 
Standardization Program started by the American College of Surgeons in 1920, with 
the object of creating “in the hospital an environment which will assure the best pos- 
sible care of the patient”, did a lot to improve the standards of hospitals throughout 
the country. Certainly there were hospitals which needed policing. Just as certainly 
there were many hospitals which were superior and did not need policing. The work 
of the American College of Surgeons was taken over in December 1951 by the Joint 


Commission. 


It is felt by many that the Joint Commission, instead of consolidating the gains 
made by the American College of Surgeons, has increased the number of regulations 
and technical minutiae to an intolerable extent, thereby working hardships on many 
of our very best hospitals. As an example, one of Baltimore’s best hospitals recently 
after an inspection by a representative of the Joint Commission had its accreditation 
extended for only one year instead of for the customary three years. One of the prin- 
cipal reasons given for this ruling had to do with stairwells and fire hazards. Yet the 
hospital had regularly passed inspection by the Baltimore Fire Department and had 
one of the lowest fire insurance rates obtainable. The question of the fine patient care 
uniformly maintained in this fine hospital was apparently not even considered. Yet 
such a ruling makes it difficult for this hospital to get interns now, when at one time 


it had many more applicants for internships than there were places. 


Most of the objections to the rulings of the Joint Commission have hitherto been 
voiced in doctors’ cloak rooms. Very few have appeared in print. In a recent issue of 
Current Medical Digest (June 1958, p. 63) your guest editor made bold to put some 
of the criticisms often heard in cloak rooms on the printed page. The result was an 
avalanche of letters of approval from all parts of the country. They wrote that their 
sentiments had been voiced. They said that the number of meetings required by the 
Joint Commission was preposterous and out of proportion to the amount of new and 
important material at hand. One wrote that the query ‘“‘‘Is private practice then to 
be controlled by a group of non-practitioners?’ would have been more timely fifteen 
years ago. Non-practitioners are now in control of most medical institutions. They 
are, therefore, in control of all medical disciplines.” 


f 


But must they necessarily stay so? It is true that there is a deplorable trend in our 
country towards the centralization of government. Dicta are being handed down from 
Washington which are obnoxious to a large segment of our people. Federal bureaucrats 
are running roughshod over every principle of sound government and of common 
decency. If they ever knew that local self-government is the foundation stone of 


democracy, they have either forgotten it or treat it with the utmost contempt. 


Are we then also to have centralized control of the practice of medicine? What has 


‘become of the principle of states rights, of local self-government, and of the dignity 
of the individual? 


Quite naturally all of us want our hospitals to have high standards and the 
PATIENT, who is the central figure, to have the best possible care. Many of the 
requirements of the Joint Commission actually militate against this by taking up the 
doctor’s time in annoying, irritating, and unnecessary paper work as well as in unnec- 
essary meetings. The Stover Report (J.A.M.A., 162, 499, 1956) stated that attendance 
requirements at staff meetings should be set up locally and not by the Commission. 
This recommendation of reverting to local self-government was ignored by the Com- 
mission. 


Recently the House of Delegates of the Medical and Chirurgical Faculty of the 
State of Maryland passed a resolution stating that the presently existing methods of 
approving and disapproving hospitals for accreditation adversely affect the potentiali- 
ties and effectiveness of such institutions generally and the patient, interne, and visit- 
ing physicians associated with such hospitals specifically. (A copy of this resolution 
is to be sent to the Joint Commission and to all State medical societies.) Shortly after- 
wards the Maryland Chapter of the American College of Surgeons took similar action. 
Certainly when there is such a complete lack of rapport between fine physicians and 
the Joint Commission, there is something wrong, and I do not believe that the trouble 
is with the doctors who run the hospitals. 


Now, what to do about it. The obvious thing seems to be for all the states to follow 
the example of Maryland in a grassroots revolt against centralization. If we are to 
have a central accrediting body, a local committee should advise them with regard 
to local hospitals. We can, and should, stop the present system of having inspectors, 
who are often of nothing like the caliber of the staff physicians concerned, pass upon 
accreditation or non-accreditation of hospitals staffed by doctors who are far more 
competent than they are. 


Amos R. Koontz, M.D. 
1014 St. Paul Street 


Baltimore, Maryland 
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ANY of your recent past presidents have dis- 
cussed the problems of our profession from this 
rostrum. I would enjoy nothing more than doing the 
opposite—standing up here and smiling in a benign 
fashion, telling you about all the nice, pleasant, 
cheerful things that have happened this year, such 
as the fine job so many of you have done, the con- 
struction of our beautiful new headquarters, our coop- 
erative conjunction with the legal profession, our 
continuing good financial progress and our numer- 
ically improving membership. 

These are important things, progressive things, 
things of which we all can be proud. But they are 
not the things I want to spend this last little time 
I have with you in talking about. 

In going about my duties for you this year past 
I have learned a great deal. No one can be exposed 
to this position without seeing and hearing and 
learning many things, and if I complete my job 
the way I think it should be done, then what I have 
learned that could be of benefit to this organization 
should be passed on to it now. 


One of the most important things that I have 
noticed this year is that there aren't enough young 
physicians coming along in practice. Several things 
point to this. It is evident that many of us work 
too hard, take too little time off, and often suffer 
serious consequences. We need more help. But more 
important than our personal needs are the needs of 
the public. With all the graduates American medi- 
cal schools are turning out, plus a large annual flow 
of foreign trained doctors, many of our hospitals 
are understaffed. There are indications that the 
number of those coming from foreign countries may 
be sharply curtailed because many of them seem 
unable to pass the required tests. If a hospital is 
understaffed the young staff doctors are usually 
overworked. This in turn makes it difficult for them 
to meet the required didactic program to keep the 
hospital accredited, and if this program falls down 
the hospital loses its recognition as a teaching insti- 
tution and is unable to attract more interns and resi- 


Presidential Address delivered at the Annual Meeting 
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Some Problems We Face 
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Arlington, Virginia 
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dents in future years. We must make a severe effort 
to keep more of the graduates of our own two medical 
schools here in Virginia. 

It is also apparent that American medicine, as it 
is functioning today, is not producing anywhere near 
enough medical graduates. I know there is a differ- 
ence of opinion on this and we are repeatedly given 
statistics to refute such a statement. Purely aside 
from the numerical ratio of doctors to patients, we 
must consider the expanding medical education of 
the American public during the past decade or two. 
Our patients have been told what constitutes good 
medical care and how much more of it is needed now 
than in the past. The public is demanding more 
and more medical care per individual. And while 
this is good for all concerned, there may come a 
point at which quality medical care gives way to 
quantity medical care. This I don’t want to see. I 
believe American medicine should get on with more 
medical training and soon. If the schools we now 
have are filled to their capacity, then we must have 
more schools, or some new and untried methods of 
training must be attempted. I know there are many 
physical and financial problems involved in organ- 
izing a good school of medicine, and in obtaining 
candidates for it. I cannot believe that the ingenuity 
and resources of this nation have reached the point 
where such an undertaking is impossible. It is 
Medicine's duty to see that this is done. 

Day in and day out the medical profession does 
We all know that. We're there 
and we see it happen. It is unbecoming for us to call 


inestimable good 


attention to it, and really we shouldn't have to, be- 
cause good that is evident should speak for itself. 
The people we take care of see it also and recognize 
it, or at least recognize the fact that we are trying 
to do as much as we are able for them. Surveys 
indicate that patients feel their own physicians are 
on their side. But for some strange reason there is 
a question about whether the medical profession is 
also on their side. This makes me wonder if we 
are all looked on as having split personalities. 
Perhaps this situation is tied in with the state- 
ment that we have heard that three per cent of the 


medical group create trouble for the cther 97 per 


667 


cent by doing things they shouldn’t. I don’t know 
about this figure of three per cent. Maybe it’s a 
little more, maybe a little less. The percentage is 
not very high, but the facts are very important. If 
we have among us an unconscienciable few who go 
about turning the public against us, we must some- 
how gain the ability and strength to rid ourselves 
of them. We have made some progress in this. Most 
areas have established grievance committees for the 
individual who is aggrieved at an action of one of 
our members. We have review committees for all 
the various third party schemes in which we are 
forced to participate to help control and adjudicate 
questions of charging and paying. But because of 
the fear of excessive reaction by the public if told 
of such available bodies, these safeguards to our 
system have been kept under wraps with only half- 
hearted peek-a-boo publicity allowed. How can we 
let the public know we're trying to give them a square 
deal unless we show them how it works, and that it 
is available to everyone. I say let’s quit ballyhooing 
only the scientific advances of medicine and start 
talking up some of the other aspects. 


Another important point which I think is under- 
mining our position is American medicine’s failure 
to educate the public into the whys and wherefores 
of our medical ethics. This may be the reason for 
a great deal of our trouble. You and I know that 
faulty ethics are evident sometimes, or rather that 
correct ethics are not always practiced even by those 
who know better. Too many of us fail to go back 
and review our Ethics as often as we should. I am 
not even sure we are properly taught Ethics as we 
go through medical school and post-graduate train- 
ing. I have known this subject to be relegated to a 
few odd hours, slipped in at the end of the day’s 
lectures without the benefit of a roll call and with 
the student’s conscience as the only incentive to his 
attendance. Nearly all of the individual problems 
of the Art of Medicine can be answered by our 
Ethics. A great many of the business problems of 
every-day practice can be solved here also. Actually, 
our Principles of Ethics should be second only to 
the Bible in governing our practice of Medicine. A 
great many of the problems we find ourselves beset 
with today come from a failure on our part to live 
up to the spirit and concepts of our Ethics. 

Re-education of ourselves and education of the 
public regarding these important Principles could 
go a long way in helping the situation. Their basic 
function is to assure that the patient is treated well 
and fairly. They are as sound and valuable as the 
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Golden Rule. I honestly believe we could help the 
public and the profession immeasurably by foster- 
ing a better understanding of our Ethical Principles. 

In many parts of our country, various groups or 
organizations have seen fit to object to the way we 
care for and charge their members. They advocate 
limited or closed panels of physicians and surgeons 
and claim that as a consequence they can effect 
marked savings for their constituents. Since its 
inception we have looked on this with distaste and 
distrust, believing that it interferes with the patient's 
free choice of his physician and perhaps could bring 
him inferior medical care. Jf the claims made by 
these organizations can be substantiated, if their 
fees paid are reasonable and proper for the care 
given, and if the care given is of good quality, then 
their contentions may very well have merit. Our 
arguments must be made without a pre-formed or 
biased attitude just as we should not be biased by 
outside influences in the medical treatment of a case. 

There are some factors we must take into account 
in solving this problem. In many cases the fight 
against what we think is right is being led by mem- 
bers of the medical profession. Unfortunately many 
of these have never practiced a single day of private 
medicine and understand very little of it. Some of 
them have existed for many years in command posi- 
tions, handing down decisions that could not be 
questioned by their staff members. Some of them have 
exhibited very poor judgment in their contacts with 
the practicing physicians, and have done little if 
anything to effect an understanding. The groups 
they represent are often of a militant nature and 
have developed techniques for forcing their desires 
on others. Many of the things they have demanded 
have been for their betterment and were judicious 
moves on their part. I believe these people are just 
as entitled to good medical care as are any other 
group. But I do not believe that medicine, or doc- 
tors, should be coerced into poor quality care or into 
inadequate payment, for the latter will almost cer- 
tainly spawn the former, and the former is a wedge 
to enforce the latter. We have not seen the end of 
this bitter debate. We must begin the education of 
our young physicians on this subject very early, per- 
haps in medical school, for it has been hinted that 
the ranks of the interns and residents may be raided, 
with fantastic offers, to catch them young and train 
them for closed-panel careers. Let us get on the ball. 

Another soft spot in our armor is the several 
hundred physicians in Virginia who are not mem- 
bers of our Society. They are weak links in our 
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chain. Few of them can object financially, because 
we have the lowest dues in the United States. Our 
Society really requires very little of its members 
unless they wish to offer their services. If we should 
be called on to present a strong, united front in 
facing up to our many problems, then we should 
have the support and active membership of many 
more Virginia doctors. 

Finally, I believe that we, as a group, are going 
It has 
become more and more evident that those people, who 


to have to rearrange some of our ideas. 


have spoken for medicine in the past and have 
formulated the policies on which American medicine 
has operated, have resented a great many of the 
changes that have been forced on us. There has 
been a great tendency to keep things as they are. This 
soon becomes a tendency to keep things as father 
had them, then as grandfather had them, and so 
forth. It isn’t difficult to understand this. For one 
thing, American physicians have gradually raised 
their standards and their social and financial status 
to a relatively high level. Any sharp change in the 
status quo might possibly rock the boat. This could 
produce very unpopular results and while harming 
the physicians, might also allow lowering of stand- 
ards with consequent inferior medicine. Another 
factor may be the almost necessary fact that those 
who speak as spokesmen and who serve in high 
offices of American medicine are older, more con- 
servative, leaders whose philosophy hardens, demand- 
ing a more rigid pattern. This isn't all bad. These 
men have the experience and the judgment that can 
only be acquired with time. These are factors which 
are absolutely indispensable and which any success- 
But there must be a 
realization of certain facts of life. There are violent 


ful organization must have. 


and severe changes going on right now in many 


phases of our lives. Sociologically, politically, finan- 
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cially, industrially, and in virtually every other 
fragment of our existence one can mention, vast 
changes are occurring daily. We hardly settle on 
one pattern before another is thrust under us and 
we must adjust to it. This is not a Virginia revolu- 
tion, or an American revolution, though both of 
these are going along concurrently. This is a world- 
wide upheaval that may go on for decades. Com- 
munism, in its drive to upset all established patterns, 
doesn’t care how long it takes. The longer anarchy 
prevails the weaker the opponents grow. As long 
as the socialistic idealism finally succeeds, it doesn't 
matter how many Stalins or Khruschevs are necessary. 

Therefore, American medicine has to start tem- 
pering its experience and judgment with new ideas 
and daring, with a willingness to produce changes 
in itself, with a reappraisal of its role in the scheme 


of things. We must have more and better contacts 


with medicine in other countries so that our wav of 


life can be better understood. We must devise ways 
and means to produce more and cheaper care for the 
indigent and the aged, because they are going to get 
this care whether we arrange it voluntarily or in- 
voluntarily. Hospitalization is pricing itself higher 
and higher. Organized medicine, or socialistic gov- 
ernment, will ultimately rearrange this. I am sure 
that a little thought will bring to mind other areas 
in which improvement can be made. We may have 
to sacrifice the fat in order to enjoy the lean. We 
need more minds, better cooperation, new ideas. We 
haven't reached the end of the line yet. As a matter 
of fact, we may only now be coming to the main line. 

For your sake and my sake, and most of all for 
the sake of our patients, I sincerely hope so. 


3801 North Fairfax Drive 


Arlington, Virginia 


669 


ITH THE ARRIVAL OF WINTER, the 

public again will be using and will be ex- 

posed to automobile antifreeze preparations. The two 

most commonly used antifreeze products (with what- 

ever trade names they might have) contain: 
temporary type—methy] alcohol. 

permanent type—ethylene glycol. 

Methyl alcohol or ethylene glycol are both quite 
toxic if taken internally, but much can be done to 
forestall death if there is early recognition of the 
poisoning and proper treatment instituted. 

Each o1 these agents produce metabolites in the 
body which are even more toxic than their precursor. 


METHYL ALCOHOL 
CH;0H 

Synonyms: Wood alcohol, denatured alcohol, meth- 
anol. 

Uses: Fuel, industry, solvent, denaturant, antifreeze, 
manufacture of formaldehyde and formic acid, 
etc. 

Properties: Colorless liquid, odorous, volatile, B. P. 

Minimum lethal dose: Approximately 75 ml./ 150 

lb. man. 

Remarks: Methy] alcohol is particularly toxic because 
of its cumulative action which seems to 
be associated with its metabolites formic 
acid and formaldehyde. Methyl alcohol 
is rapidly absorbed through all portals 
and may still be found in the tissues and 
urine 48 hours after ingestion. Elimina- 
tion (detoxication and excretion) takes 
about 5 to 10 times longer than ethyl 
alcohol. Death may occur within 5 hours; 
more usually it is delayed several days. 

Symptoms: Initially similar to those produced by 

ethyl alcohol. However the metabolites 
(formaldehyde and formic acid) produce 
more serious symptoms such as severe 
acidosis, strong odor on breath, retro- 
bulbar neuritis, tinnitus, clouded sen- 
sorium, abdominal pains, nausea, vom- 
iting, severe headache (cerebral edema), 


From the Office of the Chief Medical Examiner, De- 
partment of Health, Commonwealth of Virginia. 
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Poisoning Due To Antifreeze 


SIDNEY KAYE, Ph.D. 


Richmond, Virginia 


delirium, dyspnea, cyanosis, temporary 
or permanent optic nerve damage, blind- 
ness, coma, respiratory, and/or circula- 
tory failure. 

Treatment: Immediate gastric lavage with sodium 
bircarbonate, emetics for quick evacua- 
tion, IF PATIENT IS NOT COMA- 
TOSE. Cathartics such as sodium sul- 
fate (15 gm.). Keep patient warm and 
quiet, protect eyes from strong light; 
maintain electrolyte and water balance. 
Acidosis is to be prevented or abated 
if treatment is to be successful. The 
carbon dioxide combining power should 
be initially determined and then repeated 
at intervals to evaluate treatment and 
response. 

Sodium bicarbonate IV slowly (5% 
solution 3 ml./ Kg) until acidosis is 

abated. Sodium lactate may also be 
used. Treatment with bicarbonate should 
be continued for several days, with care- 
ful evaluation. 

Hemodialysis (artificial kidney) if 
available would materially hasten elim- 
ination of both methyl alcohol and for- 
mic acid. 

5 to 20 ml. of ethyl alcohol every 2 
to 4 hours may help inhibit conversion 
of methyl alcohol to the more toxic 
formaldehyde and formic acid. 

Supportive measures such as oxygen 
therapy and artificial respiration as 
needed, glucose and fluids, B, for visual 
disturbances, antibiotics prophylactical- 
ly if patient is comatose; prevent or 
combat collapse and shock. 

Identification: (1) in blood, urine or steam distil- 
late, etc. 

Four ml. of trichloracetic acid (20%) is added 
to 2 ml. of blood and shaken in order to precipitate 
the proteins. Filter the solution through Whatman 
#42 filter paper. To 0.1 ml. of the filtrate add 1 
drop of potassium permanganate. (1.5 gm. potas- 
sium permanganate and 7.5 ml. or phosphoric acid 
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(85%) is dissolved and diluted to 50 ml. of water. 
Store in brown bottle.) 

Let the solution stand for 1 minute (exactly). De- 
colorize, with a pinch of sodium bisulfite, and then 
add a pinch of chromotropic acid (E. K. #P1613). 
Add 3 ml. of sulfuric acid and SHAKE ~~ purple 
color, which is directly proportional to concentra- 
tion. Allow the color to fully develop for 20 min- 
utes, and read at 570 mu with a Beckman DU, 
1 c.m. (spectrophotometer) using sulfuric acid as 
a reference blank (calibration curve below.) This 
is specific for formaldehyde and for methyl alcohol 
if the latter is first oxidized with KMn03. 

Gms. % 
Methyl Alcohol Transmission 
0.025% 60% T 
0.030% 40% T 
0.075% 28% T 
0.100% 18% T 
(2) Identified in the volatile-steam distillate sep- 
aration, it is soluble in water, has a characteristic 
odor; B.P. 64.7°C. 
(3) Into 10 ml. of distillate, plunge a red hot cop- 
per spiral 8 times. 

(a) To 5 ml. of this oxidized solution add 10 
drops 5% phenylhydrazine hydrochloride and then 
2 drops of 0.5% sodium nitroprusside and then 10 
drops 20% sodium hydrocloride. Blue > green 
— > yellow red-violet color indicates the 
presence of formaldehyde (oxidized methy] alcohol). 

(b) To 5 ml. of this oxidized solution, add 2 ml. 
of sulfuric acid and 5 ml. of fuchsine solution. A 
violet color is developed in a couple of minutes. This 
color can be quantitated. 

FUCHSINE SOLUTION: 0.2 gm. of basic fuchsine 
is added to 150 ml. of boiling water. Dissolve, and 
then cool with running water. 2 gm. of sodium 
bisulfite (meta) in 20 ml. of water is added and 
mixed. Then add 2 ml. of hydrochloric acid and 
60 ml. of water. Mix and store in a glass stoppered 
dark bottle. This solution should be stored in a 
refrigerator and will be stable for several months. 

ETHYLENE GLYCOL 
C2H¢02 

Synonyms: Antifreeze, permanent antifreeze. 

Uses: Auto antifreeze, solvent, coolant, industry. 

Properties : odorless liquid, B. P. 
197.5°C., miscible with water and alcohol, non- 
volatile, bitter sweet but pleasant taste. No hazard 
by inhalation or skin absorption. 

MLD: Approximately 100 ml. for 150 Ib. man. 


Colorless, 
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Remarks: Twice as toxic as propylene glycol. 
Half as toxic as diethylene glycol. Metabolizes to 
oxalic acid in the body. 
Symptoms : 
Immediate: (1-2 hours): Nausea, vomiting, ah- 
dominal pain, diarrhea, warmth in throat, mouth and 
stomach. Signs similar to alcoholic intoxication; 
restlessness, irritability, talkativeness, ataxia, in- 
crease in pulse rate; depression, dyspnea. ; 
Three to twelve hours: Deep depression, coma, 
increase pulse and respiratory rate, rise in blood 
pressure (systolic and diastolic), generally an ah- 
sence of reflexes; oliguria, capillary damage, hema- 
turia, acidosis, convulsions, hemorrhages in pleura, 
lungs, heart, kidney and brain; anuria, hemorrhagic 
nephrosis, calcium oxalate crystals in kidney tubules, 
urine. Ethylene glycol is distributed evenly in body, 
some_ formaldehyde may be found in urine in small 
amounts. Within two hours prior to death, rales may 
appear_in both lung bases and the patient, may 
expire from pulmonary edema; death usually occurs 
within 12-36 hours following ingestion. It is con- 
troversial whether death is due to oxalate poisoning, 
or paralysis of respiration and/or circulatory failure. 
It is probably due to a combination of these factors. 
Delayed: Clinical appearance of an acute nephri- 
tis-like state; hypertension; signs of renal insuffi- 
ciency and uremia which may terminate in death. 
In all stages, the carbon dioxide combining power 
is low. However, the most characteristic findings are 
the large amounts of oxalate crystals found in the 
urine. 


Identification: Samples of choice are vomitus, 
gastric lavage or residue of suspected fluid. 

Urine will contain the metabolite as the oxalate. 
In spite of the fact that ethylene glycol is retatively 
non-volatile, it can be separated by steam distillation 
employing reduced pressure. 

(1) To 20 ml. of distillate add 5 ml. of a dichro- 
mate solution ~~ solution turns green-blue on 
standing (nonspecific). Dichromate Reagent: 1% 
potassium dichromate in 50% sulfuric acid. 

(2) Separate ethylene glycol from vomitus, gastric 
lavage or stomach contents by distilling in vacuo 


9 


and identify by boiling point and derivatives. 3, 
dinitro benzoyl derivative, M.P. 160°C. 


(3) Kidney function tests may be of presumptive 
value. 


(4) Test for formaldehyde and/or oxalates ‘in tlie 
urine. 

(5) Fuchsine test: 

Sulfuric acid, 2/3N. 


(Harger and Forney): 


Sodium tungstate, 10%. 

Periodic acid, M/10. Dissolve 2.28 gm. of 
(H;10¢) periodic acid or 2.13 gm. of NaIO, in 100 
ml. of 1/3N sulfuric acid. 

Fuchsine reagent: See under methy] alcohol. 
Procedure for blood. 

Take 1 ml. of blood with 7 ml. of water and add 
1 ml. of the tungstate solution. With vigorous shak- 
ing, add dropwise, 1 ml. of the sulfuric acid solu- 
tion. Stopper the flask and shake well. Filter 
through a small dry filter paper. 

Place in a small test tube 1 ml. of the protein- 
free filtrate and then 4 ml. of water. Next add 0.25 
ml. of the M/10 periodic acid solution and shake. 
Allow to stand 10 minutes. Quickly introduce 2 
ml. of the Fuchsine reagent and mix ~~ violet. 
The color is allowed to fully develop and after 25 
minutes read the depth of color with a photoelectric 
‘colorimeter set at wave length 555 mu. Compare 
the result with the optical density curve for standards 
of 10 to 50 micrograms of ethylene glycol dissolved 
in water and run in the same way. With quantities 
above 30 micrograms the final solution must be 
diluted 2 to 3-fold. If the color is still too strong, 
repeat the analysis with less of the protein free 
filtrate. Run a blank with distilled water. 


Remarks: 


Blanks may give results up to 30 


Dr. F. J. L. Blasingame, executive vice president, 
has announced that the American Medical Associa- 
tion, largest medical organization in the world with 
171,000 physician members, has contracted for a 
$2,000,000 modernization program of its headquar- 
ters building at 535 N. Dearborn St., Chicago. The 
building, on the northeast corner of Dearborn Street 
and Grand Avenue, is the hub of the A.M.A.’s pro- 
fessional and public services and houses a staff of 
650. 

The contract calls for installation of new lobbies, 
entrances, air conditioning and automatic elevators, 
and for complete modernization of all corridors and 
offices, with dropped acoustic ceilings, fluorescent 
lighting, new flooring, new walnut paneling and 
glass partitions. The job will require 24 months 
and will provide adequate meeting space and res- 


A.M.A. Remodeling Job 


mg %; but a POSITIVE case (within 8 hours of 
exposure) will give levels at least 10 times this 
value. 


Treatment: Gastric lavage, enemas, liberal ad- 
ministration of alkalies and fluids; sodium bicarbon- 
ate IV or sodium lactate M/6 IV for acidosis; saline 
cathartics, sodium sulfate (15 gm.); short acting 
barbiturates for convulsions. Oxygen therapy and 
artificial respiration as needed. Maintain body 
heat, body fluids, and electrolyte balance. 

Treat for kidney damage in usual manner. Hemo- 
dialysis (artificial kidney) if available will hasten 
elimination. 

Support respiration and cardiovascular irregu- 
larities. 

Renal function tests will indicate progress of 
patient and treatment. 


Note: This is one of “Seasonal” articles on poison- 
ing which will be published in the Monthly from 
time to time. It is prepared by Dr. Kaye in col- 
laboration with the Richmond Poison Information 
Center. 


404 North 12th Street 
Richmond, Virginia 


taurant facilities for employees and visiting physi- 
cian members. 


The A.M.A. has occupied its present site, with 
many expansions, since March 1902, when it pur- 
chased its first piece of land, 100 feet on Dearborn 
Street and 80 feet on Grand Avenue, then known as 
Indiana Street, for $42,000. On this plot were five 
rather old two-story and basement buildings. They 
were torn down and a new three-story brick and 
stone building was erected at a cost of $35,000. 
More adjacent ground was purchased in June 1903 
and shortly after that additions to the building were 
made. 


The present structure, including a small audi- 
torium, was completed in 1937, with a six-floor addi- 
tion made in 1947. 
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Dermatology 


RISTOCORT* (triamcinolone) is a_ steroid 
hormone and shares the anti-inflammatory, hor- 
monal, and metabolic advantages of this group of 
hormones. Unfortunately, it also shares some of 
the group disadvantages which have limited the 
usefulness of these hormones. However, many of 
these side reactions have either been eliminated or 
sufficiently modified to warrant further study of this 
particular steroid.’ 

Systemic administration of Aristocort is not ac- 
companied by sodium retention or increased potas- 
sium excretion. In fact, sodium diureses is not 
unusual and edema due to sodium retention of pre- 
vious hormonal therapy often disappears with the 
substitution of equivalent doses of Aristocort. There 
is no appreciable calcium, nitrogen or phosphorus 
excretion on the usual doses, although extremely 
high doses (50 mgm. or more daily) may result in 
excretion of these elements. While most patients 
show normal fasting blood sugar readings, there is 
a mild diabetogenic tendency which can be discov- 
ered by performance of glucose tolerance curves. 
The incidence of peptic ulcer, osteoporosis, and 
psychic manifestations is very low. Peptic ulcer 
occurring with the use of other steroids has been 
known to heal when Aristocort was substituted. 

In the present series moon facies developed in a 
fairly high percentage of cases on prolonged ther- 
apy. Minor reactions noted were flushing, headache, 
sleepiness, weakness, dizziness, easy bruisability, 
hyperhidrosis, hypertrichosis, and urinary frequency. 
One other interesting reaction noted in a fairly high 
percentage of cases was weight loss associated usual- 
ly, but not always, with diminished appetite. This 
tended to stabilize after several weeks of therapy. 
The weight loss of a few patients was as much as 
20%. 

Intercurrent respiratory infections occurred in four 
of the total cases, in only one severe enough to re- 
quire hospitalization. One patient developed cellu- 
litis of the thigh and leg in association with throm- 
bophlebitis but another with recurrent axillary 


*Drug supplied through the courtesy of American 
Cyanamid Company, Lederle Division. 
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The Use of Triamcinolone (Aristocort) in 


HARRY PARISER, M.D. 
Norfolk, Virginia 


furunculosis of many years duration exhibited no 
flare while under prolonged therapy. Whether these 
infectious episodes represented heightened suscep- 
tibility to infection or the norm in a winter of high 
respiratory and bacterial infections remains to be 
determined. 

The dermatologic indications for the use of this 
group of hormones are by no means generally agreed 
upon, even in situations where they are known to 
However, as side reactions are elim- 
inated if possible, their use may be extended. Wheth- 
er these undesirable reactions will ever be completely 
eliminated while therapeutic effectiveness is still 
maintained or increased is a matter of speculation. 
The cases herein reported were selected for study 
only after other therapeusis had failed and because 
the condition was of sufficient severity to warrant 


be effective. 


the use of the hormone. 


Before treatment was introduced the patient was 
warned of possible reactions, that therapeusis would 
be suppressive but not curative, that he should be 
content with significant improvement but not com- 
plete suppression of signs or symptoms, that the 
length of time therapy would have to be continued 
could not be predicted (although a guess could be 
hazarded on the basis of the usual natural course 
of the disease), and that treatment would be rela- 
tively expensive. The usual initial dose was 16 to 
20 mgm. per day. The dose was then readjusted 
to maintenance, usually within two to four weeks. 
With these facts in mind, patients as shown in the 
table were treated. 


Probably the most interesting therapeutic response 
was noted in cases of psoriasis.2 Only those with 
widespread involvement were included in the study. 
Most of these had either “given up” treatment or 
had about exhausted the usual gamut of therapy 
prescribed previously by a minimum of two der- 
matologists of competence. All of these patients were 
highly skeptical and accepted treatment only because 
they were “grasping” or had been referred by an- 
other psoriatic enthusiastic about his response to 
Aristocort. 
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TABLE 


DIAGNOSIS 


Resvutts (No. of Cases) 


Maintenance 


Dose Excel- | 


| 
Atopic 
Infantile eczema..................| 1 
Alopecia areata (severe).... 4 
15 
Contact dermatitis.............. 5 
Urticaria (cause unknown).... 1 
Erythema multiforme 
Due to penicillin............ 2 
1 
‘Idiopathic’... ...... 4 | 
Pemphigus, chronic............... 
Intertrigo (severe)............... 2 
Nummular eczema............... 
Darier’s disease................. | 1 


| 
lent Good | 
| 


4— 8 mgm. 6 1 
4 mgm. 1 
6-12 mgm. 
4-12 mgm. 8 5 2 
16- 0 mgm. 5 
12 mgm.* 1 
12- 0 mgm. 
12 mgm.* Re 2 
12- 0 mgm. 1 1 
16.mgm. 1 


*Exacerbation on lower doses. 
tSuppression: excellent =70% or better; 
effect. 


As a rule, those cases who were to achieve the 
best results’ showed a suppressive effect of 70% or 
more within one week on divided doses of 20 mgm. 
per day. Usually, thereafter the maintenance dose 
was gradually reduced over 4 ‘period of two to four 
weeks to 4 to 8 mgm. per day. Those who obtained 
only’fair initial suppression on 20° mgm. per day 
(40% or less) were usudfly not able to’ reduce their 
maintenance dose below 12’tmgm.’per day without 
recurrence, Few if any‘new lesions appeared after 
one week of therapy. When good initial suppressive 
effect was obtairied. Further involution was noted 
even though the dose was further reduced. In two 
«d4ses in which satisfactory suppressive effect was 
achieved on 4 to 8 mgm. per day the drug was dis- 
continued but psoriatic lesions reappeared in seven 
to ten days. Suppression was again obtained by the 
usual maintenance dose. 


Only one patient volun- 
tarily stopped treatment because she felt there was 
insufficient response. Also, it can be anticipated that 


due to the natural course of exacerbation and remis- 
sion in psoriasis that there will be periods of time 
during which the medication can be eliminated. Such 
was true in one case in which the medication was 
eliminated for eight weeks before significant relapse. 


One psoriatic with arthritis whose joint pains 
were controlled by 15 mgm. of prednisolone per day 
without any appreciable effect on her extensive 
psoriasis of over twelve years duration achieved 
excellent suppressive effect of the eruption on equiv- 
alent doses (12 mgm. per day) of Aristocort which 
also controlled the pain. Two psoriatics required 
an increase in their maintenance dose after adequate 
suppression for two months: one from 6 mgm. to 
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good =40% to 70%; fair 20% to 40%; poor=no 

8 mgm. per day, and the other from 6 mgm. to 16 
mgm. before his exacerbation could be controlled. 
The maintenance dose was then gradually reduced 
to 8 mgm. per day. 

The results in patients with alopecia areata or 
totelis deserve amplification. No appreciable effect 
of therapy was noted until three or four weeks after 
treatment was begun. If by the fourth week no 
growth of hair was apparent, the dose was adjusted 
upward. 

In three cases a satisfactory reversal of the hair 
loss was noted on doses of 16 mgm. per day and the 
hair growth was maintained in one of them on doses 
of 6 mgm. per day. Two were able to discon- 
tinue treatment without hair loss for an observational 
period of two months with recurrence thereafter. 
New hair growth was obtained on doses of 8 mgm. 
per day in both instances. 

The fourth case was started on 12 mgm. per day 
with no effect in four weeks, at which time the dose 
was raised to 20 mgm. per day. She continued to 
lose the remainder of her hair but after four weeks 
of this dose re-growth was apparent. The dose was 
reduced over a two week period to 12 mgm. per day. 
After four weeks the hair began to fall out again. 
This case was deemed a failure since it was felt 
that a minimum maintenance dose of 16 mgm. was 
too high for safe administration over an indefinite 
period of time. 

The suppressive effects in other dermatologic en- 
tities are comparable to those obtained with the use 
of other steroids and with approximately the same 
dosage.*. However, the lower incidence of side re- 
actions favors the use of triamcinolone over the 
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} 
No. 
of 
Cases 
Fair | Poor 


other members of this group of hormones. To date 
treatment was permanently stopped only in those 
cases in which the natural course of the disease 
tended toward involution and suppressive treatment 
with doses from 4 to 12 mgm. per day have been 
continued for periods up to six months with no 
serious clinical reactions. 


SUMMARY AND CONCLUSIONS 


Because of reduced side reactions, the use of 
triamcinolone represents a means of extend- 
ing the usefulness of steroid hormone therapy 
in dermatology without undue risk. 

An interesting and, to some extent, unique 
effect with this member of the steroid hor- 
mone family is the suppressive effect on psori- 
asis with relatively small doses. 


The effect of the drug on alopecia areata is 


not apparent until the patient has been on 
therapy for about three to four weeks. 
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“Sleep Cheats” 


Many Americans are “sleep cheats.” They're per- 
sons with a late-to-bed pattern which results in a 
sustained sleep shortage. 

These “sleep cheats” are cheating only themselves 
and are taking chances on losing their jobs, their 
marriages, and even their lives, according to an 
article in the October Today’s Health, an American 
Medical Association publication. 

Sleep cheats are not to be confused with insom- 
niacs, although their symptoms may be the same. 
“Sleep cheats can sleep, but they won't. They go 
to sleep all right, but they don’t go to sleep early 
enough.” All sleep cheats suffer some impairment 
of health. They can’t stagger on forever. They have 
to settle up or eventually collapse from sheer exhaus- 
tion. 

The signs of a chronic sleep shortage in the order 
they appear are: 

—Poor timing and muscular control. 

—Strained vision, with objects shifting size and 
shape. 

—Impaired hearing, and reduced sense of touch, 
temperature, and pressure. 
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—Increased irritability, depression, and discour- 
agement. 

If the sleep debt keeps increasing, there may be 
a tendency toward «at some psychiatrists call “loss 
of sense of reality.” *antasy oozes into fact. 

Sleep cheats cheat for a variety of reasons. It may 
simply be a matter of money, as with the “moon- 
lighter” who takes a night job to meet a family 
financial crisis. Some shun sleep, however, for neu- 
rotic reasons, as with the man-about-town, who races 
frantically to find excitement as an escape from 
reality. 

The best way to tell how much sleep is enough 
sleep is to try “getting up without an alarm clock 
for a while. If you get to bed in time to wake up 
without an alarm and if you don’t doze off during 
the day, you've gone to bed at the right time. Work 
out your sleep need over a stretch of several weeks 
in order to arrive at an accurate average, but re- 
member that your need will vary with your activi- 
ties.” 

The article was written by Theodore Irwin, Scars- 
dale, N.Y. 
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The Treatment of Asthmatic Bronchitis 


Including Use of Steroids and Antibiotics 


HE PURPOSE of this paper is to review the 
case histories of six children whose ages are from 
one through eight years, and who have had bron- 
chial asthma complicated by a superimposed infec- 
tion or an asthmatic bronchitis with persistent or 
recurrent bronchial asthma. 

We think of bronchial disease 


characterized by coughing, wheezing and dyspnea, 


asthma as a 


which in the more exaggerated form becomes orthop- 
neic. Patients with a superimposed infection, most 
frequently with an accompanying temperature eleva- 
tion or a purulent sputum, are considered to have 
asthmatic bronchitis. In contradistinction to simple 
bronchitis, patients suffering from asthmatic bron- 
chitis have superimposed wheezing. Status asthmat- 
icus is that type which has not responded to the 
usual forms of treatment of bronchial asthma and 
frequently may be complicated by a superimposed 
infection. Severe cases of status asthmaticus with 
infection simulate asthmatic bronchitis in the severe 
form. 

In the consideraticn of patients with asthmatic 
bronchitis, we have adopted the following groupings: 
1. mild asthmatic bronchitis; 2. moterately severe 
asthmatic bronchitis; 3. severe asthmatic bronchitis. 
The six cases presented in this discussion fall into 
the third group of severe asthmatic bronchitis or 
status asthmaticus with infection. 

Ehrlich et al.* have reviewed the treatment of these 
severely ill asthmatic patients with and without 
infection, and they feel that the infant and child- 
hood patient is more difficult to treat than the adult 
equivalent for the following reasons: “(1) the mu- 


Presented before the Annual Meeting of The Medical 
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cosa and the tracheobronchial tree is rather redundant, 
and there is a decrease in the caliber of the passages 
due tospasm, edema, inflammation, increased amounts 
of secretion, all of which results in significant ob- 
struction and resistance to air flow; (2) the cough 
reflex is usually present but not adequately utilized; 
(3) dehydration occurs more readily because of the 
hydrolability of infants and children; (4) certain 
authors feel that infections are one of the most 
important causes of asthma in infants and children, 
as compared to other opinions that foods and in- 
halants are of increasingly greater significance. This 
latter is present more in older children. Infection 
also assumes a greater significance because of its 
complicating role in status asthmaticus. Infants and 
children, unlike adults, are unable to localize their 
infection.”’ 

In critically ill patients having certain infectious 
diseases with and without serious complications, 
Spink? summarized the use of the adreno-cortical 
steroids: first, to allay the inflammatory response 
to infection or to eliminate a severe toxic state; 
second, that there is evidence that the administra- 
tion of these steroids, along with other appropriate 
antibiotic therapy and further agents, contributes 
to the recovery of patients who have suffered periph- 
eral collapse and shock due to the infectious 
agent; third, an ever-increasing number of patients 
are developing serious hypersensitivity reactions to 
therapeutic agents used in the infectious diseases, 
and the prompt administration of the steroids will 
modify these harmful reactions. It is desirable when 
steroids are used in asthmatic bronchitis that an 
appropriate antimicrobial agent be instituted, since 
the harmones do reduce the efficacy of the defense 
mechanism against micro-organisms. It is now gen- 
erally appreciated and emphasized that the corti- 
cotropin and cortico-steroids have a rather profound 
metabolic effect upon patients, particularly when 
used in the management of infectious diseases. These 
agents should be given only for brief periods of 
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time and only to carefully selected patients. 
Burrage! emphasizes three points in the consid- 

eration of steroid therapy in asthmatic bronchitis. 

The three points that deserve emphasis are: 

“1. Do not wait until the patient is moribund 

before starting the cortico-steroids for their 

action is not rapid; 

2. Do not forget the possible value of the ad- 
jacent use of Epinephrine and Aminophyl- 
line during this initial steroid therapy; 

3. Do not anticipate complete remission of symp- 
toms the first few days.” 

Unger and Unger* have outlined some of the 
contra-indications. The adrenal cortico-steroids 
should be used with great care in patients suffering 
from pulmonary tuberculosis, peptic ulcer, psychosis, 
diabetes, hypertension, and certain infectious dis- 
eases. They also emphasize the importance of start- 
ing with large doses and decreasing the dosage as 
symptoms subside. 


CASE REPORTS 

Case 1. (15798 D.S.) This five year old white 
male was admitted to the Medical College of Vir- 
ginia Hospital on July 8, 1955, suffering from severe 
asthmatic bronchitis. The past history revealed that 
he had had two previous episodes of asthmatic 
bronchitis and on one occasion suffered from urti- 
caria. There was a family history of a maternal 
aunt suffering from bronchial asthma. 

The child had been treated two weeks prior to 
the onset of this attack with an antibiotic for pharyn- 
gitis. The current attack began suddenly fourteen 
hours before admission, and the patient was seen 
by a physician one hour prior to admission. At that 
time he was dyspneic, slightly cyanotic, and had a 
temperature of 101°F. 0.2 c.c. of aqueous epineph- 
rine hydrochloride 1/1,000 solution was given with- 
out any improvement in his condition. After admis- 
sion to the hospital, a physical examination revealed 
a severely ill child, who was slightly cyanotic and 
very dyspneic. He appeared to be quite toxic and 
moderately dehydrated. 

The child was immediately placed into an oxygen 
tent with oxygen and Alevaire mist. Sedatives and 
antibiotics were given. A hypodermoclysis was or- 
dered, but there was a delay of several hours in 
giving these fluids. Six hours after admission the 
child’s condition was critical. He was semi-coma- 
tose and markedly dehydrated. Five per cent glucose 
in water was immediately given intravenously. The 
intravenous fluids were allowed to continue for 
forty-eight hours. Eighteen hours after admission 
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to the hospital he appeared improved. The initial 
laboratory reports were: white blood cell count 
10,600; polymorphonuclear leukocytes 91%; COz 
combining power 30 meq/L; serum sodium 136 
mgs.“% ; serum chloride 95 mgs.“ ; serum potassium 
4.4 mgs.%. X-ray of the chest was reported as 
showing bilateral emphysema with increased broncho- 
vascular markings. Urinalysis: specific gravity 
1.025; acid, albumin one plus, and the microscopic 
examination was negative. His condition continued 
to improve and he was discharged on the thirteenth 
hospital day. 

An allergy survey was made in August, 1955, and 
he was started on a desensitizing program. Since 
that time he has experienced two mild attacks of 
asthma. 

Case 2. (15250 W. L.) This eight year old white 
male child was admitted to the Medical College 
of Virginia Hospital on November 10, 1954, suf- 
fering from severe asthmatic bronchitis. The past 
history revealed that he had had recurrent attacks 
of asthma since 2' years of age. The attacks were 
perennial with seasonal exacerbations, infections 
also precipitated the asthmatic attacks. He had been 
admitted to another hospital in May, 1953, suffer- 
ing from severe asthmatic bronchitis. Following this 
admission, he had had an allergy survey. Some im- 
provement of his condition had been noted after 
dietary restrictions and hyposensitization treatments. 

The onset of the present illness began in August, 
1954, coincident with the pollen season. Despite 
treatment through the fall, the asthmatic attacks 
became progressively more severe. At the time of 
admission to the hospital, he was markedly dyspneie 
and cyanotic. The neck veins were distended and 
he appeared to be dehydrated. He was immediately 
placed in an oxygen tent. Intravenous fluids were 
started and twenty units of ACTH were added to 
the fluids and twenty units of ACTH Gel was 
given intramuscularly every six hours. Antibiotics 
were included in the treatment. Seven hours after 
admission the patient’s condition was improved. 

Initial laboratory studies revealed a white blood 
cell count of 19,600; with 62% polymorphonuclear 
leukocytes, and the total eosinophil count was 66. 
The CO, combining power was 25 meq/L; serum 
sodium, chloride and potassium were within normal: 
limits. Forty-eight hours after admission, the white 
blood cell count was 17,600. The serum sodium was 
136 mgs.“ ; serum chloride 94 mgs.%; and serum, 
potassium 3.1 mgs.%. The patient was given S, 
grains of potassium chloride enseals three times a 
day. X-ray of the chest was reported as showing 
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ihcreased broncho-vascular markings. Intramus- 
cular ACTH Gel was continued for 12 days. The 
dose was gradually decreased. On the sixth hospital 
day, twenty-five mgs. of cortisone was given orally 
three times daily. The patient was discharged, on 
the fourteenth hospital day, on a maintenance cose 
of cortisone. 

Since this admission to the hospital the child 
was initially started on cortisone and subsequently 
maintained on 242 to 5 mgs. of Meticorten daily. 
He has been readmitted to the hospital on several 
occasions, suffering from asthmatic bronchitis. Dur- 
ing these acute periods, Meticorten was increased and 
covered with antibiotics. Several carious teeth were 
removed, and in 1956 he had a tonsillectomy and 
adenoidectomy. Since that time, his condition has 
been improved, although he has been maintained 
on 2.5 mgs. of Meticorten daily along with hypo- 
sensitization and allergy management. 

Case 3. (15498 H.T.) This four year old white 
female was admitted to the Medical College of Vir- 
ginia Hospital for the first time at one year of 
age. She was suffering from severe asthmatic bron- 
chitis. Despite symptomatic treatment, hyposensi- 
tization vaccine, intramuscular gamma globulin and 
Meticorten almost daily, she continued to suffer from 
asthmatic bronchitis. She was hospitalized for the 
twelfth and last time on January 17, 1956, because 
of wheezing and fever. Despite emergency treatment 
as outlined in Case 2, she became quite toxic and 
died eight hours after admission, in shock. 

A summary of the autopsy report is presented 
below: 


“Throughout all of the large bronchi, there is a 
very stringy, tenacious appearing mucus containing 
many polymorphonuclear leukocytes. There is thick- 
ening of the basement membranes of the bronchi and 
hyperactivity of all the mucous secreting cells. 
Eosinophils are seen here and there but are not 
numerous. The inflammatory component is very 
prominent. There is even superficial sloughing of 
some of the bronchial mucous membrane. This in- 
fection in itself would be sufficient to cause the 
demise of the child. We feel from looking at the 
lungs, that this child had suffered from bronchial 
asthma developing a rather severe secondary chronic 
bronchitis and interstitial pneumonitis (viral?) in 
the last episode of the illness. We do not believe that 
the marked inflammatory component in itself repre- 
sents hypersensitivity inflammation. The adrenals 
are small with approximately one-third lipid loss of 
the adrenal fasiculata. The lipoid content of the 
glomerulosa and other parts of the fasiculata is 
normal in amount. 

‘ “In summary, we believe that this child was a true 
bronchial asthmatic who died as a result of secondary 
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bronchial pneumonia. We do not believe that the 
changes in the adrenal are marked enough to be 
incompatible with life.” 

Case 4. (15040 E. W.) This three year old male 
was admitted to the Medical College of Virginia 
Hospital suffering from severe asthmatic bronchitis. 
Since the first admission he had been readmitted on 
six occasions. During each admission his care par- 
alleled case 2 in character and management. This 
child has been a victim of parental marital malad- 
justment. An attempt was made to admit him to 
the Jewish National Home for Asthmatic Children. 
However, the parents refused to send him. This 
child has not been seen in the past two years, and 
we have no follow-up studies. 

Case 5. (15626 C.D.) This three year old white 
female was admitted to the hospital for the first 
time in November, 1954, suffering from asthmatic 
bronchitis. The family history revealed that both 
the mother and younger sister suffered from asth- 
matic bronchitis and bronchial asthma. The onset of 
her illness began eight hours prior to admission, with 
coughing and wheezing. Physical examination at 
the time of admission revealed an acutely ill child. 
Emergency treatment was started and she was given 
a hypodermoclysis. Twelve hours after admission 
she appeared more toxic and dehydrated. Intra- 
venous fluids were started and continued for twenty- 
four hours. Immediately after she became hydrated 
her condition began to improve. This case was sim- 
ilar to cause 1 and 2 in severity, character and 
management. 

Case 6. (15645 S.K.) This two-and-a-half year 
old white female was first admitted to the Medical 
College of Virginia Hospital November, 1954. The 
past history revealed that she had had previous 
episodes of broncho-pneumonia and suffered from 
asthmatic bronchitis five months before admission. 
This child has been readmitted to the hospital ten 
times. On occasions she has been desperately ill, 
and at one time had a carditis associated with a 
generalized anasarca, requiring digitalization and 
mercurial diuretics. Between episodes of acute at- 
tacks she has been maintained on symptomatic treat- 
ment. Gamma globulin has been given intramus- 
cularly in large dosages at three-week intervals. Her 
episodes of bronchial asthma have been precipitated 
primarily by infection. It is believed that she has 
developed fewer infections since she has been re- 
ceiving gamma globulin and an autogenous vaccine 
and allergen mixture. Her general condition has 
improved in the past year and she has had fewer 
episodes of wheezing and tolerates moderate activity. 
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DISCUSSION AND TREATMENT 


We have presented six case reports of children 
desperately ill, suffering from asthma complicated 
by an infection. These patients did not respond to 
the usual office treatment of Epinephrine HCL and 
antibiotics. At the time of the hospital admission 
or shortly after admission, they presented the signs 
and symptoms of impending death. 

The child hovering between life and death is a 
real emergency. It is the responsibility of the phy- 
sician in charge to write the initial orders attempting 
to give immediate relief. Later, it is wise to order 
certain laboratory studies that might be helpful 
for further treatment. 

We have found that oxygen, sedation, fluids, 
adrenal steroids and antibiotics should be admin- 
istered in the order given. 

Oxygen 

These children were immediately placed into a 
hood or tent with oxygen and moisture. High mois- 
ture content of the inspired air is essential. Un- 
moistened oxygen exerts an undesirable drying effect 
on the secretions of the respiratory tract. The use 
of wetting agents in the nebulizer solution was sug- 
gested a few years ago. A commercial available 
preparation (Alevaire), incorporating one of the sub- 
stances (Triton WR-1339), has been used widely 
in the past two years in our hospital. 

Sedation 

These little patients are usually quite restless and 
apprehensive. Sedatives may be used freely. Mor- 
phine or other narcotics except Demerol should 
never be used in the treatment of asthma in either 
children or adults. The barbiturates are usually 
safe. Phenobarbital, Nembutal, or Seconal may be 
given orally or rectally. Hypodermic administration 
of sodium phenobarbital (' grain to one grain) is 
occasionally necessary. Barbiturates occasionally 
excite the child. We have found that the use of 
rectal Chloral Hydrate has been very effective and 
the sedative of choice in dosages of one to three 
grains in half ounce of water as a retention enema. 
An overdosage of sedative in these already exhausted 
children is to be avoided. Deaths have been reported 
in status asthmaticus from oversedation in the acutely 
ill patient. On occasions very large total dosages 
may be required; however, one should give the min- 
imum dose that will relax the patient. 


Hydration 


Hydration is very important, not only to restore 
body fluids, but also to assist in thinning out the 
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bronchial secretions, frequently inspissated at this 
stage of the attack. Upon admission to the hospital, 
a hypodermoclysis was ordered. 20 c.c. per pound 
of a hypotonic solution of 242% glucose and water 
or 24% glucose and one-half isotonic saline was 
given with hyaluronidase. However, we were not 
able to hydrate these desperately ill patients with 
hypodermocylses alone. The technique of admin- 
istering continuously intravenous fluids to small 
children may be difficult. In two instances a “cut 
down”’ was necessary. Continuous intravenous fluids 
were given at the rate of ten to twelve drops per 
minute. A simple method of following the state 
of hydration was by recording the urinary output. A 
catheter was inserted when necessary. A urinary 
output of at least 30 c.c. per hour indicated that 
hydration was established. Usually at this time, 
clinical improvement was noted. Barness and Gyor- 
gy® have received the subject of hydration and have 
outlined in tables schedules for parental administra- 
tion of fluids, and a review of their paper will be 


helpful. 


Adrenal Steroids 


Corticotropin, cortisone and hydrocortisone re- 
cently have been added to our therapeutic armamen- 
tarium. They are useful drugs for treating patients 
who no longer respond to epinephrine or amino- 
phylline. They should not be used when other drugs 
will give relief. These drugs should be limited to 
short-term therapy of three to five days. One should 
not wait until status asthmaticus has developed to 
resort to this measure, and when this condition has 
developed, these drugs should be used immediately. 
There is some evidence that in the acutely ill patient 
a more prompt response is obtained from cortico- 
tropin than from cortisone. Much less hormone is 
required using Acthar-Gel than with the aqueous 
solution. The dosage schedules that might be em- 
ployed with ACTH include 20 mgs. intravenously 
in sufficient 5% glucose in water to permit adminis- 
tration over a period of six to twelve hours, depend- 
ing upon the patient’s state of hydration. We also give 
ACTH as Acthar-Gel in dosages of from 20 to 40 
to 80 mgs. or units as an initial dose and repeated 
smaller dosages from twelve to twenty four hour 
intervals, depending upon the patient’s condition. 
It is important to give the patients large dosages of 
these steroids initially and then modify the schedule 
according to their response. Cortisone and hydro- 
cortisone may be given in dosages varying from 200 
to 300 mgs. in twenty four hour periods divided 
at six hour intervals. The dosage schedule for the 
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cortico-steroids Meticorten or Meticortelone (Pred- 
nisone and Prednisolone) are comparable to ap- 
proximately one-fifth the dosage of cortisone and 
hydrocortisone. The significant feature of these two 
new drugs is that the drugs bring about the response 
in relatively smal] dosage. Of greater importance, 
however, is the apparent lack of side effects from 
these drugs. When the patient can take medication 
by mouth and retain same, then it is desirable to 
use either Prednisone or Prednisolone (Meticorten 
or Meticortelone). When the child is unable to swal- 
low the tablet, we have prepared a liquid suspension 
in a suitable vehicle in dosages of 5 mgs. per dram 
and have found this satisfactory. These children 
tolerate comparable doses of these steroids to adults. 
Initially we may give 15 mgs. every eight hours for 
three doses and then reduce the dosage slightly 
progressively over a period of several days, main- 
taining that amount of the drug necessary for the 
control of the acute distress. The dosage may vary 
from 5 mgs. every eight hours to 2% mgs. every 
second day. Our withdrawal of the drug is always 
gradual. Since the advent of Prednisone and Pred- 
nisolone (Meticorten and Meticortelone), we have 
used this form of the drug in preference to Cortisone 
or Hydrocortisone. 


Antibictics and Chemotherapy 

Each of the six patients presented had a super- 
imposed infection, which, no doubt, contributed to 
the severity of the asthmatic attack. Antibiotics were 
administered early. In our experience parenteral 
penicillin with or without the addition of Strepto- 
mycin has been most effective in diminishing the 
severity of the respiratory infection. Penicillin sen- 
sitivity, even with repeated courses, is extremely rare 
in children in our experience in contradistinction to 
adults. The broad spectrum antibiotics such as 
Terramycin or Erythromycin Sterate, Achromycin 
or Chloromycetin Palmatate have been used with 
good results. 

One might note that thus far oxygen, sedatives, 
fluids, and the adrenal steroids have been empha- 
sized. However, we have not disregarded the value 
of the use of epinephrine, aminophylline, expec- 
torants and allied drugs to supplement treatment. 


Epinephrine HCL 

The dyspnea of asthma is chiefly expiratory, ac- 
companied by marked wheezing. The best drug for the 
immediate relief of an asthmatic attack is epineph- 
rine HCL. An aqueous solution of 1/1,000 is 
administered subcutaneously in dosages varying from 
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0.05 to 0.25 c.c. at intervals of fifteen minutes to 
several hours. The best dose is the smallest one 
that will give relief without undesirable side reac- 
tions. Many children develop severe pallor and 
nausea sometimes accompanied by shock-like symp- 
toms from over-dosage; it is wise to start with a 
small dose and increase as symptoms warrant. 

Each of these six children had had before admission 
or at the time of admission injections of Epineph- 
rine HCL without obtaining relief. It was believed 
that this was partly due to the severe dehydration 
that was present. After hydration and treatment of 
the infection, one may see Epinephrine HCL again 
become effective. 
Aminophylline 

Aminophylline is a useful drug in asthma, but 
is not too effective orally in severe asthma in chil- 
dren. Aminophylline was used intravenously occa- 
sionally. One-twentieth grain Aminophylline per 
pound should be given slowly intravenously. We 
have found that the rectal administration of this 
drug is effective in doses of one to three and three- 
fourths grains either alone or in combination with 
chloral hydrate as a retention enema at six to twelve 
hour intervals, provided there is no nausea or side 
reactions. Aminophylline is a drug that is not well 
tolerated by many patients and one should be on 
the alert for toxic reaction as death has been reported 
from the use of Aminophylline.® 

Expectorants have a definite place in the treatment 
of asthmatic bronchitis. The iodides are still our 
preference among the expectorants when tolerated. 
A saturated solution of potassium iodide may be 
given in fruit juice. It is wise to start with small 
dosages such as two to three drops, three times a 
day, and increase the dosage to tolerance. 


Laboratory Studies 

At the time the intravenous fluids were started, 
blood was drawn for certain laboratory studies. 

A complete blood count was ordered. The majority 
of these patients showed an elevated white cell count 
and an increase in the polymorphonuclear cells, in- 
dicating an infection was present. Total eosinophil 
counts were usually ordered. After an injection of 
Acthar-Gel the fall in the eosinophils indicated an 
adrenal cortical response. Following steroid therapy, 
a reduction in the total eosinophil count was usually 
observed. 

Urinalyses were ordered frequently. The change 
in the specific gravity from 1.025 to 1.010 indicated 
hydration. 


VIRGINIA MEDICAL MONTHLY 


Electrolytes 

The importance of hydration has been emphasized. 
To adequately hydrate the child and stay in a 
metabolic balance, certain blood electrolyte deter- 
minations were necessary. The principal blood elec- 
trolyte studies obtained were: 

1. Carbon dioxide combining power 

. Serum Sodium 
. Serum Potassium 
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Serum Chlorides 


As might be anticipated, a tendency toward respira- 
tory acidosis developed. This was indicated by a 
slightly elevated CO, and lowered NA and CI, 
accompanied by an acid urine. Blood pH’s were not 
determined. In most of the respiratory disturbances 
little can be done for the definite correction of the 
acid-base disorder other than those measures which 
alter the course of the underlying disease. However, 
it is important to provide adequate and appropriate 
fluids and electrolytes so that renal compensation 
can occur. The primary solutions used in treating 
these children were glucose and sodium chloride. 


Other Laboratory Studies 


X-ray examination of the chest was obtained on 
admission. In all cases the films were read as show- 
ing either increased broncho-vascular markings, in- 
dicating bronchitis or broncho-pneumonia, accom- 
panied by emphysema. Frequently serial x-ray films 
were made. Nose and throat cultures were obtained. 
From these cultures, sensitization studies were made 
and in some cases autogenous vaccines were prepared 
for subsequent use. 


Follow Up 


Since this critical episode of asthmatic bronchitis, 
each child has been followed for a period of six 
months to four years. One child, age four, had had 
twelve admissions to the hospital, two in status 
asthmaticus. The twelfth and last admission ter- 
minated in a fatal broncho-pneumonia. Of the five 
others, four have had recurrent rather severe episodes 
of asthma, despite every attempt to desensitize them 
to the offending allergens. One child (Case 1) of 
this series has shown marked improvement, and we 
think his prognosis is good. 

When we consider children, we must think in 
terms of years. The life span of the average Ameri- 
can is close to seventy years. Children who have 


suffered from severe respiratory allergies are a real 
challenge. They need all the help medical science 
can offer to enable them to reach adulthood. 
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Recently Gamma Globulin has been given with 
the thought of improving immunity. Certainly in- 
fection appears to be the trigger mechanism in pre- 
cipitating a severe asthmatic attack. Several chil- 
dren in this series have received Gamma Globulin 
in doses of 2 c.c. to 5 c.c. at one to three-week inter- 
vals. The results of this therapy is certainly worthy 
of consideration. It is desirable to make determina- 
tions of Gamma Globulin by laboratory studies 
before starting Gamma Globulin therapy, and it is 
further desirable to check the Gamma Globulin levels 
at intervals. 


SUMMARY AND CONCLUSIONS 


1. Six case histories of patients suffering from 
status asthmaticus or asthmatic bronchitis have 
been presented. One child died of an over- 


whelming infection of broncho-pneumonia 
after her twelfth admission. 


2. Infection has initiated the acute asthmatic 
bronchitis or status asthmaticus in the pre- 
existing allergic children. Five patients suf- 
fering from asthmatic bronchitis responded 
well to a treatment consisting of oxygen with 
Alevaire, sedation with rectal chloral hydrate, 
intravenous fluids of glucose and saline, steroid 
therapy, antibiotics and supplemental meas- 
ures. 

3. Epinephrine HC] did not apparently give re- 
lief until the patients were adequately hydrated 
and a response to antibiotic therapy was ob- 
served. From this study we feel that the 
steroids have played a prominent roje in the 
therapeutic program. 

4. Only four of the remaining five cases have 
been followed. Three of these patients are 

remaining relatively free of asthma on a com- 

bined pediatric and allergy management. 
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Hunt for Radium Dial Workers 


A world-wide search has been launched to find 
at least 2,000 persons who survived radium poison- 
ing during the 1920’s. These include persons who 
ingested radium during their work as luminous watch 
dial painters or during medical treatment. Between 
1915 and 1930 radium was an accepted medical 
treatment for a number of disorders. 

Contrary to popular belief, many of these people 
are still alive, probably in good health. If they 
can be found—and studied—some questions about 
the puzzling effects of radioactive deposits in the 
body may be answered. After all, they have carried 
radioactive material in their bodies for 30 years 
—a full generation. 

American physicians have been asked to help find 
these individuals, many of whom have probably for- 
gotten—or never knew—that they were once exposed 
to radium. 

Writing in the October 11 Journal of the American 
Medical Association, Dr. Samuel D. Clark, Cam- 
bridge, Mass., asked doctors, nurses, and medical 
records departments to report any persons who suf- 
fered radium poisoning to a newly organized central 
catalog agency. The catalog is being set up at the 
Radioactivity Center of the Massachusetts Institute 
of Technology, Cambridge. Cooperating in the project 
is the Division of Biology and Medicine of the 
Atomic Energy Commission. 

Dr. Clark noted that most medical records of these 
persons have been destroyed through accident or 
inadvertence. By collecting information about them 
in a central place, there will be available for study 
such data as the amount of internally deposited 
radioactivity, shortening of life span, susceptibility 
to disease, and the incidence of bone changes and 
tumors. 

The information may help define ‘‘more precisely 


the safe levels of radioelements in the body,” an ac- 
companying Journal editorial said. It urged all 
physicians to cooperate in the study, adding that this 
cooperation “can help write the close of one of 
the most dramatic chapters in the history of medi- 
cine.” With the use of x-rays and radioactive iso- 
topes, “radium seems to be nearing the end of its 
period of usefulness in therapy.” 

The Radioactivity Center wants information about 
three types of persons: 

—Those who ingested radium compounds of any 
sort either during their work (as watch dial painters) 
or during medical] treatment. 

—Those who received injections of radium com- 
pounds for such conditions as arthritis, hyperten- 
sion, or gout. 

—Those who suffered exposure in the process of 
radium research or the manufacture of radium 
products. 

There are several conditions that should make a 
physician suspicious of radium poisoning, he said. 
They are: spontaneous fractures without evidence 
of cancer at the site of fracture; osteogenic sar- 
comas, a type of bone tumor, and cancers of the 
sinuses. He added that many watch dial painters 
had unusual trouble with their teeth, losing them 
at an early age and having long convalescences after 
extraction. 

Dr. Clark of the department of medicine at 
M.I.T. is handling the medical supervision of the 
project, which is headed by Prof. Robley D. Evans. 
Collaborating in the study are researchers at the 
Argonne National Laboratory and Cancer Research 
Hospital, Lemont, Ill.; the New Jersey State De- 
partment of Health, and the Royal Cancer Hospital, 
London, England. 
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Discussion and Report of a Case 


ANCREATIC INJURY due to blunt trauma is 

uncommon. However,.we believe it will be en- 
countered more oftenin the.future, and for this 
reasom the following case is “presented. 


REPORT OF CASE 

History: R.G.C. (R No. 92-676), a 37 year old 
white male, was admitted to the Veterans Admin- 
istration Hospital, Richmond, Virginia, having been 
involved in an automobile accident eight hours prior 
to admission. The patient stated that the lower 
rim of the steering wheel, which had a recessed center 
post, struck him across the upper abdomen. Initia}ly 
he suffered little more than a feeling of tightness 
in the upper abdomen. An hour after the accident, 
however, he was suffering intense generalized ab- 
dominal pain, could not stand erect, and was noted 
to be pale. The patient was seen at another hospital, 
received 1,000 cc of 5% dextrose in water, medica- 
tion for pain, and was transferred to this hospital. 

Physical Examination: A well-developed, well- 
nourished, pale male, complaining of intense, con- 
tinuous left upper quadrant pain, lower abdominal 
pain, and pain in the left shoulder. Blood pressure, 
70/50, pulse 120, respirations 20, temperature 99.6°, 
rectally. The skin was cool and moist. In addition, 
there were multiple abrasions of the face, chest and 
upper back. There was splinting of the left hemi- 
thorax, without localized tenderness over the rib 
cage. There was no mediastinal or tracheal deviation 
and the breath sounds were normal. The abdomen 
was flat with marked tenderness in the left upper 
quadrant and moderate tenderness in. both lower 
quadrants. The left side of the abdomen was rigid 
and rebound tenderness was both generalized and 
referred to the left upper quadrant. The initial im- 
pression was traumatic rupture of the spleen. 

Laboratory and X-ray Findings: Hemoglobin 
12.6 grams; hematocrit 35%; white blood count 
21,600; urinalysis, not remarkable. X-rays revealed 
a healthy adult chest and no evidence of free peri- 
toneal air. 
Course in the Hospital: Shortly after admission 
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the patient’s abdomen was explored. Approximately 
2,000 c.c.’s of blood was found in the peritoneal 
cavity. The gastrohepatic omentum was disrupted 
and the pancreas was transected where it crossed the 
vertebral body, with brisk arterial bleeding superiorly 
at the edge of the transection. The spleen and-third 
portion of the duodenum were normal. 

Bleeding was controlled by suture ligature. The 
portion of the pancreas distal to the transection was 
resected. This was about two-thirds of the entire 
organ. The stump of the pancreas was closed with 
interrupted mattress sutures of cotton after a thor- 
ough search failed to reveal the pancreatic duet. 
The area was drained with Penrose drains and a 
16 French rubber catheter, which were brought'out 
through separate stab incisions. The patient re- 
ceived 3,000 c.c.’s of whole blood on the table. Post- 
operatively the catheter was attached to continuous 
suction. 

On the first postoperative day the patient’s serum 
amylase was 85 units. He was treated with intra- 
muscular Banthine, antibiotics, nasogastric suction, 
and intravenous fluids. The serum amylase fell 
rapidly to normal, and, beginning on the fourth post- 
operative day, the drains and catheter were shortened 
daily. All drains, skin sutures and retention sutures 
were removed by the twelfth postoperative day, at 
which time the patient had been afebrile for five 
days and on a bland diet for five days. On the 
eighteenth postoperative day a glucose tolerance test 
was obtained and this was normal. After spending 
some time on leave from the hospital the patient 
returned and his serum amylase on the twenty-ninth 
postoperative day was 34 units, bis hemoglobin 12.6 
grams. A barium meal obtained at this time showed 
some distortion of the wall of the stomach along 
the lesser curvature, thought to be caused by adhe- 
sions. On the thirty-fourth day of illness the patient 
was discharged, asymptomatic. He was advised to 
remain on bland diet for three months. 


DISCUSSION 


Incidence: Pancreatic injury due to blunt trauma 
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is not common. However, there is reason to believe 
it is increasing. According to Clyne, only 30 such 
cases could be found in the literature in 1923.1 On 
the other hand, in 1952, Joseph stated that 15 cases 
had been reported in the past 10 years, and in 1956, 
Culotta, et al, stated that during the past 10 years 
20 articles, summarizing 53 cases in civilians, have 
appeared in the English literature.** Hence, there 
is certainly a numerical increase in the number of 
cases being reported. 


MECHANISM OF INJURY 


Any blunt trauma to the upper abdomen may 
conceivably injure the pancreas. However, the steer- 
ing wheel is mentioned as the traumatic object by 
at least three authors, and it was the cause of injury 


- in our case.**> It may be that the recessed steering 


post in modern automobiles has decreased the in- 
cidence of crushing injuries of the chest. Instead, 
the driver's upper abdomen strikes the lower rim 
of the steering wheel when an accident occurs, with 
possible injury to abdominal organs. Thus, it is 
likely that developing a safety measure to decrease 
one type of injury may result in an increasing inci- 
dence of another type of injury. This is especially 
likely to be true as long as automobiles of ever in- 
creasing horsepower are driven at a high rate of 
speed. 


DIAGNOSIS 

Because of its infrequency the possibility of pan- 
creatic injury from blunt trauma may not even be 
considered, especially when the degree of injury 
is mild and the symptoms minimal. However, it 
should be seriously considered in any accident in 
which patient gives a history of trauma to the upper 
abdomen. Once suspected, the diagnosis can usually 
be established or disproved by a serum amylase 
determination. We now believe with others that this 
laboratory test should be routine in every patient 
with upper abdominal trauma.® In a case like ours, 
in which there is considerable bleeding associated 
with the pancreatic injury, clinical findings will 
lead to early exploration and the establishment of 
the diagnosis. 


TREATMENT 


According to Kinnard, conservatism has been the 
keystone of treatment in the past. The principles 
on which this treatment rest are: (1) physiological 
rest of the gastrointestinal tract through starvation 
and nasogastric suction; (2) decrease of normal 
activity through the use of atropine or atropine-like 
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drugs; and (3) control of pain by adequate medica- 
tion. Major deficiencies in conservative treatment 
are that it does not prevent development of unde- 
sirable sequelae of the injury such as pancreatic 
fistula and pancreatic pseudocyst, nor does it pro- 
vide egress for active pancreatic juices which may 
accumulate in the peritoneal cavity. As a consequence, 
certain authors recommend early exploration in pan- 
creatic injuries.>® We are in agreement with the 
advocates of early exploration especially when the 
symptoms are severe. The course followed at opera- 
tion will be determined by the extent of injury. In 
general, mild contusions with edema and/or hema- 
toma may be drained. Small lacerations may be 
reappropriated by simple suture. Where there is 
extensive laceration with injury to the duct system, 
the devitalized pancreatic tissue should be removed 
and close attention paid to repair of divided ducts 
if they can be found. We feel that in cases where 
lacerations are extensive or where the gland has 
been transected, resection of the damaged portion is 
the procedure of choice. When this is done, the 
proximal end of the transected main duct should 
be ligated if possible and the pancreas closed with 
interrupted, interlocking sutures. Drainage should 
be instituted in every case. 


SUMMARY 


1. A case of transection of the pancreas due to 
blunt trauma is presented. Treatment consisted of 
resection of the distal segment. 

2. Pancreatic injury due to blunt trauma is be- 
coming more frequent, or at least it is being reported 
more often in the literature. As a mechanism of 
injury, being thrown against the steering wheel 
may become more common when an accident occurs, 
because in modern cars, with recessed center posts 
in steering wheels, the driver’s abdomen strikes the 
lower rim of the steering wheel, instead of his chest 
hitting the steering post. 

3. Serum amylase determination should be ob- 
tained in all persons treated for blunt trauma to 
the upper abdomen. 

4. Though mild cases of traumatic pancreatitis 
may be treated conservatively, in general, early ex- 
ploration is the treatment of choice. When the gland 
is transected, the distal segment should be resected. 
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More than three-fourths of the population of the 
United States want to choose their own doctor. In 
addition, they want to assume all or part of the 
responsibility for paying their doctor bills. 

These were among the findings in a survey con- 
ducted among a sampling of the adult general popu- 
lation by Opinion Research Corporation, Princeton, 
N.J., for the American Medical Association. 

The purpose of the study was to explore attitudes 
about the choice of physicians. 

The study also showed that: 

—Eighty-eight per cent of the population believe 
the right to see the same doctor regularly is of vital 
importance. 

—Eighty-nine per cent believe that medical care 
in this country has improved over the past 20 years. 
Half of these persons ascribe the improvement to 
more and better research and advances in medical 
science. 

Seventy-six per cent of the people said they wanted 
to choose their own physicians; 13 per cent saw no 
difference in whether they or someone else chooses 
their physician; 8 per cent preferred to have some- 
one else choose, and 3 per cent had no opinion. 

In answer to further questioning, 93 per cent of 
those surveyed felt that free choice would give them 
more confidence in the doctor; 84 per cent thought 
doctors would take a more personal interest in them, 
and 79 per cent believed they would have less trouble 
getting the doctor to make a home call. 

Concerning the right to see the same physician all 
the time, 88 per cent felt this right to be very im- 
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portant. Of the 12 per cent who did not feel such 
continuity to be of vital importance, 8 per cent saw 
no difference in whether or not they saw the same 
doctor every time, and 4 per cent gave other comments, 


In answering still another set of questions, 93 per 
cent felt such continuity would give them more con- 
fidence in the doctor; 92 per cent thought doctors 
would take a more personal interest in them, and 
84 per cent believed they would have less trouble 
getting a doctor to make a house call. 

When queried about the main advantages of a 
regular doctor, those interviewed gave a variety of 
reasons. Sixty-two per cent cited the physician’s 
knowledge of their medical history. They said, “He 
knows your system inside and out from dealing with 
you regularly, he knows what you've had.” 

Also mentioned by 30 per cent was reliability on 
emergency calls; confidence in the physician by 21 
per cent, and a closer relationship between doctor 
and patient by 18 per cent. 

Concerning the payment of medical bills, a total 
of 79 per cent wanted to assume all or part of the 
responsibility for paying their doctor bills either by 
direct payment or by paying part of insurance pre- 
miums. 

The 79 per cent breaks down into the following: 
16 per cent for paying all doctor bills directly; 16 
per cent for paying all costs of insurance plans, 
and 47 per cent for paying part of the cost of an 
insurance plan. The remaining 21 per cent favored 
someone else’s paying the bills. 


REGNANCY in the patient with Addison’s dis- 
ease prior to modern therapy was a serious prob- 
lem attended by a mortality rate up to 50%. Brent! 
reporting on 39 cases in the era of inadequate or 
impractical steriod replacement prior to 1950 indi- 
cated that early abortion was in order if the patient 
was in poor metabolic balance or could not be de- 
livered from below. Even so minor a surgical pro- 
cedure as abortion was attended by death of the 
patient in a significant number of cases. 

Hendon and Melick? have collected 14 cases and 
added one of Addison’s disease and pregnancy since 
the present era of replacement therapy. Snigh*, 
Moore and Freedman‘ and Kaiser® have added one 
case each bringing the total reported in the English 
literature to 18 cases with successful termination of 
pregnancy. 

The following case adds one more to the total and 
the only one in which Cesarean section was applied. 


CASE REPORT 

J. N., 19 year old white female had been under 
the care of one of the writers since August, 1952. She 
had been on treatment for Addison’s disease since 
January, 1953. The treatment consisted of Cortisone, 
25 mg. daily, Desoxycorticosterone Acetate sublin- 
gually, 2 mg. daily, and increased salt intake ini- 
tially. In July, 1953 she began taking 2 cc. (50 
mg.) Trimethy] Desoxycorticosterone by intramus- 
cular injection once per month and discontinued the 
sublingual Desoxycorticosterone. She did very well 
on this regimen over the years. In the summer of 
1955 the patient married and was found to be eight 
weeks pregnant in July, 1956. No change was made 
in the treatment regimen until October, 1956 when 
the Trimethyl Desoxycorticosterone was decreased 
to 25 mg./month although no edema or change in 
blood pressure had appeared. 

In November, 1956, the Cortisone was decreased 
to 12.5 mg. daily. The patient never had morning 
sickness, weakness or other manifestations of adrenal 
insufficiency. She was admitted to the hospital Feb- 
ruary 19, 1957, at term. She had gained 36 pounds 
since May, 1956. Blood Pressure 120/80. Trimeth- 
yl Desoxycorticosterone had been stopped in mid 
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January, 1956, in view of weight gain. Salt was 
never restricted. Edema was never apparent and 
blood pressure did not vary. 

X-ray studies of the pelvis had left doubt in 
the mind of the obstetrician that delivery from below 
could be accomplished. It seemed to be in the best 
interest of the patient to save her the trauma of 
even a prolonged labor. Accordingly, the patient was 
given 150 mg. Cortisone orally on February 20, 
1957, and a Cesarean section was performed on 
February 21, 1957. The patient received Tuinal, 
grains 1'%, at bedtime the night before operation 
and at 8 A. M. the morning of operation. Demerol, 
100 mgm. and Atropine, grain 1/150 were given on 
call to the operating room at 8 A. M. The operation 
was performed under spinal anesthetic augmented 
with intravenous, Sodium Pentothal. She was de- 
livered of an 8 pound female child in good con- 
dition. The operation. took 35 minutes, total time, 
and the patient withstood the procedure well: The 
blood pressure was 100/70 mm/hg. at the start of 
the procedure, rose to a peak of 140/80 mm/hg. and 
at the end of the procedure was 100/80 mm/hg. 
Pulse varied 100-120 per minute. 

The patient’s post-operative course was relatively 
uneventful except for moderate generalized edema, 
thought due to overdosing with Cortisone. On Feb- 
ruary 22, 1957, she received 150 mg. Cortisone I.M. 
February 23, 1957, two days post-operatively, she 
was given 25 mg. Cortisone every eight hours and 
on February 24, 1957, returned to 25 mg. Cortisone 
daily per orum. On February 27, 1957, she was 
given 1 cc. (25 mg.) Trimethy] Desoxycorticosterone 
and she returned home February 28, 1957. The 
patient took food and fluids well from the time she 
returned to room until discharge. No parenteral 
fluids were used except 500 cc. of whole blood the 
day of operation. Laboratory studies on admission 
showed hemoglobin 12.3 grams, WBC 8,350 cu. mm., 
differential PMN 79%, lymph. 19%, monocytes 1%, 


eosinophil 1°. Urinalysis: alkaline, specific grav- 


ity 1.005, albumin negative, sugar negative, micro- 
scopic negative. She was Rh positive. Blood sodium 
142 meq./L., chlorides 117 meq./L. Six hours post- 
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operatively blood sodium 144 meq./L. and blood 
chloride 107 meq./L. Twenty-four hours post-oper- 
atively the blood sodium was 142 meq./L. 
globin at discharge was 12.1 grams. 

The patient was re-admitted on March 4, 1957, 
10 days post-partum. She had had a chill on March 
1, 1957, 24 hours after return home. Fever had per- 


Hemo- 


sisted since without any localizing symptoms. The 
physical examination was negative except for pallor 
and temperature of 101°. Blood pressure 100/60. 
Pulse 110. The obstetrician could find no abnor- 
mality along the birth canal or pelvic structures. She 
had continued Cortisone, 25 mg. daily. Clean voided 
urine showed a trace of albumin and many pus cells 
with clumping. WBC 7,450, PMN 86%, lymph. 
14%. Hemoglobin 14 grams. Blood sodium 144 
meq./L. Culture of the urine revealed E. coli. She 
was given Cortisone, 75 mg. orally per day in 
divided doses, Desoxycorticosterone, 2 mg. sublin- 
gually per day, and Chloramphenicol, 500 mg. every 
six hours. The patient responded promptly and was 
discharged on March 8, 1957, with a maintenance 
sulfonamide for what was considered a post-partum 
cystitis. In the subsequent six months patient has 
returned to pre-pregnancy weight of 125 pounds and 
continues in excellent health on Cortisone, 25 mg. 
daily, and Trimethyl Desoxycorticosterone, 50 mg. 
per month. 


COMMENT 

It is suggested® that the clinical course of preg- 
nancy in Addison’s disease which has been ade- 
quately stabilized by Cortisone in the non-pregnant 
state is in no way adversely affected by pregnancy. 
There is also nothing to suggest that Cortisone ad- 
ministration affects the pregnancy itself adversely 
under these conditions. Remarks on the seeming 
value of adrenal replacement therapy as a stimulant 
to fertility in Addison’s disease are noted.*4 Brent 
mentions particularly the infrequency of spontaneous 
abortion in the pregnant Addisonian. The amenor- 
rhea and infertility seen in Addison’s disease are 
felt to be of the same order as associated with any 
chronic debilitating disease. 

Variations in the amount of Corticoids needed 
for replacement during gestation follow the same 
pattern. During the last trimester either none or 
considerably reduced dosage of Cortisone and De- 
soxycorticosterone was the rule. In one case° the 
patient took only 50 mg. Cortisone a few hours 
before delivery and sustained the subsequent pro- 
cedure well. In most instances, however, 100-200 
mg. Cortisone was given in the 24 hours or less 
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before delivery and equal amounts in the subsequent 
24 hours decreasing rapidly subsequently. In the 
case reported here the rather excessive weight gain 
pre-natally was probably due in part to the pro- 
longed use of Corticoids in full pre-pregnancy main- 
tenance dosage well into the third trimester. The 
fear of bringing about a critical situation deferred 
advice about limiting salt also in this pre-natal 
period. 

The reason for the apparent maternal remission 
in this stage of pregnancy is not clear. The fetal 
adrenal as a source of supply is generally refuted.>* 
That Corticoid is produced by extra-adrenal sources, 
notably the placenta, is suggested’ but discouraged 
by other workers.°*% The fact that adrenal insuf- 
ficiency rarely represents complete adrenal deficiency 
and that stimulation of residual adrenal cortex may 
occur for reasons unknown at this stage of pregnancy 
is for the present the most satisfactory explanation.® 


In the case presented here which is the youngest 
in age and length of time with known Addison’s 
disease, although not the only primipara, the border- 
line pelvic measurements resulted in considerable 
discussion relative to means of delivery. The prob- 
lem resolved itself to whether we could be more 
assured of the favorable outcome for mother and 
child by the elective procedure of Cesarean section 
or whether we could be confident that the available 
therapeutic measures would affect good control in 
the face of a possibly prolonged labor or worse com- 
plication. The past fear involving the Addisonian 
undergoing undue stress won out and section was 
decided upon. It is believed that we have committed 
this patient to section for any subsequent preg- 
nancies but it is also felt the number of pregnancies 
should be limited on the basis of her disease. 

In the event of overdosage with Cortisone, Desoxy- 
corticosterone or salt pre or post natally it seems 
reasonable to avoid active diuresis or sharp salt 
restriction. Decreasing the Corticoids or stopping 
them is followed in a few days by relief and the 
potential excessive electrolyte loss and crisis is min- 
imized. 

Certainly we are at a point where the hypoadrenal 
patient can look forward to pregnancy with equa- 
nimity and confidence. A general scheme involving 
maintenance on usual control dosages of salt and 
Corticoids until the 7th month, then reduction of 
Cortisone to half and Desoxycorticosterone to zero 
should be effected. Allow salt as desired without 
special additions up to time of delivery. At the onset 
of labor or 24 hours before any elective means of 
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delivery 100 mgms. of Cortisone should be given 
and this dose continued daily until the immediate 
stress of delivery and early puerperium is over. 
Thus within 48-72 hours post-partum the patient 
may be back on the maintenance dose prior to the 
pregnancy. 
within the first two weeks as the patient loses some 


Desoxycorticosterone may be resumed 


of the weight consequent to extra hydration of preg- 
nancy. No single plan can cover all the cases and 
a knowledge of the state of metabolic balance of the 
individual case will finally decide the dosage and 
time of changing them. 


SUMMARY 

Comments on the seriousness of pregnancy in 
Addison’s disease prior to modern therapy with Cor- 
ticoids are made. 

Mention of 18 reported cases with successful out- 
come for mother and baby is presented. 

Another case of pregnancy in Addison’s disease, 
terminated by Cesarean section is presented. 

Review of several aspects of adrenal function in 
pregnancy is summarized briefly and a general plan 
of handling these problems is suggested. 


How the human body sets up and maintains a 
resistance to TB is still in the realm of the unknown, 
except that we do know that general good health is 
a large contributing factor. At the present time 
several important research projects are being carried 
out—one at the University of Virginia in Char- 
lottesville and another in Philadelphia—to answer 
this question. In these laboratories different strains 
of rabbits are bred for one purpose—to find out why 
some get sick when infected with TB germs and 
others do not. Some day this research may lead to 
a method of making all of us resistant to tuber- 
culosis. 


The crying need for such a method is pointed up 
by the fact that sixty-seven thousand Americans* 


*Provisional figure. 
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were reported to have active TB in the year 1957— 
Americans who were not able to build up the neces- 
sary resistance. These with others who already had 
active TB bring the total known number of living 
Americans with active TB to a quarter of a million. 
This does not include another one hundred and fifty 
thousand Americans estimated to have active, infec- 
tious TB unknown to health authorities. 

There is still a lot of tuberculosis in Virginia and 
it is costing Virginia taxpayers a tremendous amount 
of money, as TB is a long term illness that can 
remove a patient from his family and job for a 
year or more, even if found in the early stages of 
the disease. We cannot afford to be complacent. 
TB IS NOT LICKED YET IN VIRGINIA! BUY 
CHRISTMAS SEALS! 
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Y FIRST INTEREST in foreign bodies came 

when I was a student at medical school. There, 
in obscure jars, in the same room with the famous 
crowbar skull, were a potato and the ligamentum 
nuchae of an ox. These had been removed from the 
vaginas of women, where, if I remember correctly, 
they had been forcibly placed by irate, or possibly 
otherwise disturbed, husbands. The first husband 
was perhaps more Irish than the potato; and the 
second more?, or less?, bullish than the ox. 

My next interest came a few years later as a 
teacher of anatomy at another medical school. Here 
a section of the head of a cadaver disclosed a per- 
foration of the nasal septum. Lying in this perfora- 
tion was a tarnished dime and an inner tube patch. 
We did not know the explanation of this finding 
but, as the corpse had come from an asylum for the 
insane, we facetiously, and without regard to the 
proper decorum of the dissecting room, speculated 
that the poor wretch had thought he was a slot 
machine. 

Then in practice came the more serious interest, 
aroused through the finding of foreign bodies left 
by other surgeons. I will not cite these cases, but 
will present a recent case to illustrate the value, 
when the sheet count fails, of having used sheets 
with opaque markings. 

The patient was the wife of a physician. He 
paced the hall outside the operating room during 
the emergency night operation. The patient was in 
a critical condition and the operation hazardous. To 
add to the difficulties the anesthesiologist, feeling it 
unsafe to do otherwise, induced little or no abdominal 
relaxation. All gave a sigh of relief when the final 
stitch was placed in the skin. Then the nurse, who 
had earlier reported all sheets and sponges accounted 
for, said she hated to tell us but she thought we 
ought to know, a mistake had been made, one sheet 
was missing. The patient was in a too critical con- 
dition for needlessly reopening and exploring the 
abdomen. Fortunately the sheets contained opaque 
threads; the patient was x-rayed on the operating 

From the Division of Gynecology, Medical College of 
Virginia. 

Read at combined meeting of Kentucky Surgical and 
Virginia Surgical Societies, The Greenbrier, White Sul- 
phur Springs, West Virginia, April 12, 1958. 
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Foreign Bodies in Gynecology and Surgery 


RANDOLPH H. HOGE, M.D. 
Richmond, Virginia 


table and no evidence of a foreign body found. This 
was a relief to us and to her husband, a radiologist, 
who examined the wet film with us. The patient 
recovered uneventfully and there has never since 
been evidence of a sheet left behind. 

Parenthetically the need for insurance in foreign 
body cases is supported by a recent report of the first 
two years’ experience of the Professional Liability 
Program of the American College of Surgeons. This 
report states that “among the cases that have been 
closed or are still pending, the largest number in 
which some liability was found to exist have been 
‘foreign body’ cases, in which dressings, instru- 
ments, or other foreign bodies have been found in 
the patient’s body following operations.” 

We have recently had a 49 year old patient from 
this State (West Virginia) referred because of inter- 
menstrual bleeding. Examination showed a large 
benign polyp at the external os. It was removed in 
the office, and the patient was advised to return if 
there was continuation or recurrence of abnormal 
bleeding. Accordingly she returned in 2 months and 
was admitted to the hospital for currettage. The 
curette struck something metallic and on thorough 
curettage a broken spring pessary was brought out 
of the uterus (Fig. 1). Postoperative questioning 
revealed that 14 years previously a doctor had in- 
serted the pessary into the uterus for contraception. 
Some time after that a portion of it had been ex- 
pelled from the vagina. The patient showed this 
portion to the doctor, who examined her and said 
nothing was left behind. The device seemed to have 
served its purpose for there were no pregnancies 
during these 14 years. 

Instances of fistula formation by pessaries are 
recorded. I have observed a long and deeply em- 
bedded pessary in the genital tract of a cadaver, and 
have seen it necessary to remove with a Gigli saw 
a doughtnut pessary impacted in the vagina of a 
living woman. 

These cases of foreign bodies left in by physi- 
cians are of practical interest to us, but there are 
other cases more curious. It is with the latter cases, 
in which the patient or a second lay person has 
inserted foreign bodies into the female genital tract, 
that the rest of this paper is concerned. 
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Fig. 1. Pessary removed from the uterus after 14 years. 


The objects introduced may be either animal, vege- 
table, or mineral. The literature contains reports of 
cases in which the following were among articles 
found in the vagina: hair pins, safety pins, straight 
pins, stones, coal, calcium oxalate crystals, shells, 
paper, fruit, straw, cotton, splinters, grain, a hazel- 
nut, corks, buttons, shoe buttons, rubber balls, metal 
boxes, hardware nuts, screws, the cap of a tooth paste 
tube, ox tongue, and leeches. 

In most instances objects were present singly but 
in many cases the vagina contained numerous articles 
and some contained so many objects that they could 
be thought of as museums or storehouses. 

The explanation for the presence of the foreign 
body is not always clear. It must be that in most 
cases the object is placed in the vagina by the patient 
herself, though she may deny this. Occasionally, 
perhaps, a child forgets what she has done, just as 
her mother forgets a menstrual tampon. In some 
cases the insertion of the foreign body is an act 
of masturbation; in others it may be due simply to 
One child had pre- 
viously put foreign bodies into her ears and nose. 


a child’s exploratory spirit. 
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In one case an insane mother placed the object in 
the child. Some of the patients have been mentally 
deficient. In one case it was alleged that a brother, 
aged six, had placed the multiple objects found in 
his two and a half year old sister’s vagina. A child, 
aged nine years, in whom a button was found, said 
a boy classmate had “‘played with her privates” and 
she thought at one time had put something in her 
vagina. In another case a tin box was said to have 
been forcibly inserted by someone who ravished the 
girl. Grain had been worked into the vagina of a 
nine months infant when she crawled onto a heap 
of rice. In another case a fruit had been inserted 
by a patient to treat a prolapsed uterus. 

During one period of four months five cases of 
vaginal foreign bodies in children were seen at the 
Medical College of Virginia. The objects were a 
diaper clip, a safety pin, a toy clothes pin, a hair 
pin, and a pencil cap. 

Leucorrhea is the outstanding symptom of a vaginal 
foreign body. Often the discharge is bloody and 
this in a child is almost pathognomic of a foreign 
body. In the case of a child, a rectal examination 
should be done and/or a small vaginal speculum 
used. Usually the foreign body can be palpated 
through the anterior rectal wall. The rectal finger 
will serve as a guide for introducing a probe or 
hemostat into the vagina. In many cases, when the 
instrument strikes the foreign body, a characteristic 
sensation is elicited. Metallic bodies may be detected 
by x-ray though this method of detection is rarely 
necessary. The object can be grasped with a hemo- 
stat or similar instrument under the guidance of the 
rectal finger, and removed usually without difficulty. 
In the case of sharp objects, care must be taken 
not to penetrate the tissues. Anesthesia is rarely 
necessary. Usually the signs and symptoms quickly 
subside following removal of the foreign body. 

The following case was presented in Louisville 
last fall (my apologies to any of you who heard it) 
not too appropriately in a discussion of a paper on 
bowel resection in pelvic surgery in which the value 
of preoperative studies, including x-rays, was 
stressed. This case illustrated the usefulness of pre- 
operative x-ray examination but as you will see is 
also germane to the present paper. 

The patient, age 35, was admitted to St. Philip 
Hospital on June 7, 1957. She stated that two weeks 
prior to admission she was visiting her boyfriend 
and he beat her up, apparently she thought using 
a piece of pipe and knocking her into semiconscious- 
ness. She thought that he inserted into the vagina 
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some object, probably the pipe, and she thought he 
kicked her in the genital region. She further stated 
that she was kept a prisoner in his quarters for three 
days, and that he and some relatives made an at- 
tempt to extract something from the vagina. She was 
finally brought to the hospital with a high fever, 
a distended, painful abdomen, vomiting, and absence 
of bowel sounds. Pelvic examination revealed blood 
in the vagina and a four inch laceration in the 
posterior fornix. The uterus and adnexa could not 
be outlined; the cervix was normal. 

The patient was fluoroscoped to aid in the passage 
of a This examination revealed a 
bottle in the abdomen (Fig. 2). 


levine tube. 


At operation a 


Fig. 2. Lateral x-ray of abdomen showing bottle in 
abdomen. 


12 ounce Pepsi-Cola bottle filled with frank pus 
was found. The immediate postoperative course was 
stormy but the patient was discharged in good con- 
dition 23 days after admission. The boyfriend was 
tried, convicted, and sentenced appropriately to be 
bottled up for four years. 


Why had this case been presented in a discus- 
sion of bowel surgery? It was a case of colitis— 
Pepsi Colitis, that is. The illustration shows the 
actual Pepsi-Cola bottle (Fig. 3). Out of deference 
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Fig. 3. Larger bottle actually removed from peritoneal 


cavity ; smaller bottle for comparison. 


to any of you who might be from Atlanta, a Coca- 
Cola bottle is also displayed. 

A discussion of this case brought out the opinion 
that sometimes carbonated soft drinks are used as 
handy methods of douching and contraception, but 
I cannot vouch either for the accuracy of the opin- 
ion or for the efficacy of the method. 

So much for the case of Pepsi-Cola. Now let’s 
turn to the case of Early Times. This is told out 
of courtesy to our colleagues from Kentucky. 

One day, not so long ago, I went into the exam- 
ing room and found the patient and the nurse gig- 
gling. “What are you giggling about?” I asked. 

‘Shall we tell him?” the patient asked the nurse. 

“Sure, tell him,” said the nurse. 

“Well, it was this way, doctor. I have a man who 
comes to work at my place once a week. I thought 
he was drinking my whiskey, so to thwart him I 
poured my whiskey into a vinegar bottle and forgot 
that I did it. So, doctor, I’ve just had a douche with 
Early Times.” 


1. Hoge, R. H.: Foreign Bodies in the Vagina, Virginia 
M. M. 73: 277, 1946. 

2. Hoge, R. H., and Thedieck, C. G.: Soft Drink Bottle 
in Peritoneal Cavity. J.A.M.A. 168: 40, September 
6, 1958. 
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Public Health.... 


Tuberculosis Care in Sanatoria 


Tuberculosis has been and remains Virginia’s 
most important communicable disease problem. This 
is true in spite of the fact that throughout the coun- 
try, and in this State as well, there has been a down- 
ward trend in deaths from the disease. The State 
Department of Health is charged with the respon- 
sibility of prevention and control of tuberculosis, 
as it is with all communicable diseases. This respon- 
sibility involves effecting a close integration and 
coordination of activities of all official and voluntary 
agencies, sanatoria, bureaus, groups, and individuals 
within the State of Virginia directly or indirectly 
concerned with tuberculosis control. 

Sanatorium care for persons suffering from tuber- 
culosis is provided at the four State sanatoria, Ca- 
tawba and Blue Ridge Sanatoria for white patients 
and Piedmont and Ennion G. Williams Sanatoria 
for Negro patients. In addition, the State Depart- 
ment of Health provides a subsidy on a patient per 
diem basis to Grandy Hospital, Norfolk, for the care 
of Virginia resident Negro patients. This subsidy 
covers full payment for the cost of care of approxi- 
mately 90 patients a day. 

In spite of the marked downward trend in deaths 
as well as a mild decrease in the incidence of tuber- 
culosis and the apparently increasing number of 
vacant beds reported in Virginia’s tuberculosis sana- 
toria for white patients, there are problems that 
cause great concern to the Commissioner and to the 
directors of the sanatoria for white patients. Both 
Piedmont and Ennion G. Williams Sanatoria are 
usually filled and the Grandy Hospital supplements 
the beds for Negro patients by taking authorized 
patients mostly from the Tidewater section at State 
expense. This being true, the appropriation made by 
the General Assembly of 1958 for the State sanatoria 
for Negroes was in the amount requested. It was 
probably felt by members of the General Assembly 
that in the sanatoria for white persons the reduction in 
the number of patients existing at that time in itself 
represented a proportional decrease in cost of opera- 
tion and would continue. The appropriations for 
these two institutions were reduced. This has already 
resulted in one of these sanatoria having to operate 
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at a deficit; at least $100,000 additional will be 
needed to carry on through the biennium. 

Cost of operation never decreases in proportion 
to increasing vacancies in any hospital. A low figure 
of 225 patients in Catawba Sanatorium prevailed at 
the time the 1958-1959 and 1959-1960 appropria- 
tions were made. During the winter following this 
figure rose to 265 and now is around 250. 

Also to be taken into consideration are the usabic 
vacancies existing. In the original planning for 
operation of the sanatoria, equal provision was 
made for the care of male and female patients. It is 
now true that tuberculosis occurs more frequently 
in older men. Thus, when vacancies occur, they are 
usually in the women’s wards and in the ambulatory 
wards. The number of women patients has decreased 
to such an extent that two of the original wards 
allotted to women at Blue Ridge Sanatorium have 
been converted into men’s wards. Virtually all ap- 
plications for sanatorium care today are for those 
requiring infirmary care. The average age of patients 
entering the sanatoria has increased during the past 
five years from 38 to 49 years. Older patients are 
found to have more advanced tuberculosis and re- 
quire extra medical care and much more nursing 
care. All of the increased demands on the profes- 
sional staffs are not because of tuberculosis but 
because in the older age groups non-tuberculous 
conditions commonly found in persons of advanc- 
ing years are present in addition and require treat- 
ment and care as well. These conditions even place 
extra demands and call for the employment of addi- 
tional personnel. Recently there were 35 special 
diets being prepared for patients being treated for 
diseased conditions other than their tubercular in- 
fections. It requires as much medical and nursing 
attention to care fer a present day less-than-capacity 
load of older patients than it did a few years ago 
to take care of the full-capacity needs of younger 
patients who had only a few complications. 

Infirmary cases cannot be put into beds provided 
for ambulatory patients. The patients occupying 
them must be able to walk to the cafeteria for their 
meals. No acutely ill or bed-fast patients can be 
transferred to them because these wards are sparsely 
staffed and are not equipped to serve the needs of 
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patients requiring close supervision and attention. 
The reduction in cost 
of overall operation is very little when there are 


Nursing care is minimal. 


vacancies in these beds. 

As of November 1 of this year, there were four 
vacancies for males and twenty for females in the 
infirmary at Blue Ridge. Opposed to this were 
twenty-eight vacancies in the male ambulatory ward 
and fifty-seven in the female. 
there were twenty vacant beds at Catawba for male 


At the same time 


infirmary cases and eight for females needing constant 
care. In the ambulatory wards at Catawba there 
were thirty additional unoccupied beds for males 
and fifty-two for females. It should again be empha- 
sized that costs of operation of any hospital never 
decrease in proportion to increasing vacancies. 

Add to these facts the general rise in the cost of 
living and it is readily seen why the time has not 
come to be able to consider reductions in appropria- 
tions for the operation of the State tuberculosis 
sanatoria. Indeed, if all infirmary beds can again 
be occupied to full capacity as 2 result of case- 
finding efforts now in the offing, appropriations will 
have to be increased. A concrete illustration of an 
increase in the number of sanatorium cases as a 
result of case-finding is provided in the pilot study 
which was made in Lee County in 1957. An inten- 
sive program of education on tuberculosis was carried 
on and was followed by an x-ray survey during the 
month of August. In the spring of 1958 the number 
of patients from Lee County in Catawba Sanatorium 
was double the number that had prevailed for years. 
An intensive program of case-finding in any com- 
munity would uncover cases of tuberculosis that had 
not been known, many that had not been suspected, 
and the complacency with which many now regard 
tuberculosis would be partially dispelled. 

Another point to be considered is that in spite 
of the advancing average age of patients being 
admitted, our sanatoria for white patients are treat- 
ing twice as many individuals each year as they did 
before the advent of modern drugs and surgery. Most 
patients spend little or no time in the ambulatory 
wards before they are transferred to their homes. 
Regional chest clinics established throughout the 
State assist local physicians in the follow-up care of 
their patients and make feasible earlier discharge of 
these patients from the sanatoria. 
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The tuberculosis problem in Virginia has not 
reduced as much in scope as it has changed in char- 
acter and complexion. The extent of the problem 
is no longer to be measured in terms of deaths per 
annum but rather in the number of new cases found 
each year—there were 2,000 new cases reported in 


Virginia last year. Equally important is a steadily 


increasing number of partially cured patients who 
may be found in almost every community. These 
persons have taken enough treatment to keep from 
dying but not enough in many instances, to get well. 
They may be classed as “intermittently communi- 
cable” and are sources of spread of the disease unless 
they are carefully supervised. 

It is estimated that there are at least 5,000 cases 
of active tuberculosis in Virginia who have yet to 
be identified. T hey belong in the as vet “‘undis- 


covered group”. By other estimates this figure runs 


as high as 10,000. There are 7,500 known cases of 
active pulmonary tuberculosis on the public health 
registers today who are taking treatment or who 
need to take treatment. Clearly, adequate treatment 
must be added to early diagnosis to assure complete 
and permanent cure Treatment of selected early 
cases outside of a sanatorium can be justified only 

end results can be shown to be comparable to 
sanatorium care. 

One still hears tuberculosis referred to as that 
“dread” disease. More people must be provided 
with a better balanced understanding of the disease 
as a whole and must be made to realize that there 
is a brighter side to the picture. It is well within 
the compass of most communities to eliminate tuber- 
culosis as a serious health problem if they will 
make a serious effort to do so NOW. The most 
“dreadful” thing about tuberculosis is the way people 
have dealt with it in the past. While it is wrong to 
look upon it with dread, it is equally shortsighted 
to look upon the present situation with complacency. 

No chain in the link of adequate care can be 
weakened. Sanatoria must continue as bulwarks in 
the care of individuals, prevention of spread and 
final elimination of the disease as a serious public 
health problem. 

The State Health Department and the medical 
profession generally must uphold their responsibili- 


ties in maintaining this program. 
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Mental Health.... 


Treatment of Epilepsy in a State Mental 

Hospital 

Due to the fact that mental hospitals are designed 
to offer custodial care as well as treatment for men- 
tally ill patients, it is not easy to establish an index 
which will reveal the effectiveness of the treatment 
programs alone. 

The author wishes to report a method which will 
yield information about the results of a treatment 
program for epileptics within a custodial setting by 
the adequate recording of seizures and compilation 
of statistics pertaining to patients who, for various 
reasons, suffer from such seizures. 

Group studies of epilepsy are well-known in the 
literature. Usually, however, the results are mislead- 
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ing because a few patients have a great number of 
seizures while others have few. 


This leads to color- 
ing of one or the other comparison groups. 

The study outlined in this paper shows how this 
error can be avoided by using a simple statistical 
recording system which will allow an overall per- 
spective of the progress month by month, including 
the screening of those patients who affect the sta- 
tistics unduly by the number of their seizures. 

Hospitals are frequently requested to test new 
anti-convulsant drugs in order to find better ways to 
benefit the epileptics. It will be shown how a sta- 
tistical base line for such work can be arrived at in 
a simple way. 

During the calendar year of 1957, two wards were 
designated for 113 male colored epileptics in Central 
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State Hospital. Proper records were kept daily of 
the number of seizures per day and per month per 
patient, the type of seizure per patient and the total 
number of seizures and types of seizures per day 
and per month. Also the number of wet bed sheets 
were counted every morning to get some measure of 
possible additional nocturnal seizures, not otherwise 
recorded. 

The distribution of the patients in terms of diag- 
nosis and age groups is given in Chart I. 

It will be seen that eighty-one patients are classi- 
fied as epileptics (idiopathic epilepsy), fifteen as 
mental defectives having epileptic seizures, other 
organic chronic brain syndromes constituting the 
patients with chronic brain traumas associated with 
epilepsy, etc. 


SEIZURES 


These facts are brought out in Table 1 which 
shows the total of seizures recorded in 1957, the 
number of seizures by the remaining patient popu- 
lation, the actual number of patients per month hav- 
ing had seizures and also the monthly total of 
seizures. 

It will be seen that during some of the months in 
1957 there is good agreement between the number 
of seizures suffered by the remaining population and 
the total seizures recorded, whereas in other months 
greater differences occur. These differences are mostly 
due to the fact that a few patients died in status 
epilepticus which raised the number of seizures 
recorded for that month considerably. For instance, 
one patient had, in December, 81 seizures in a series 
of status epilepticus before he died. In May, 1957, 
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TABLe 1.—Recorded Number of Seizures for 113 Epileptic Patients During 1957 
Total of Recorded Seizures in 1957 (2751) 


Number of Seizures by Present Population During 1957 (Exempting Those 


During 1957, the epileptic patient population 
totaled 2,751 seizures. This must be regarded as 
a minimum figure as some patients may have had 
seizures during their sleep. Such seizures were not 
recorded due to supervising facilities. As will be 
discussed later, a few patients died, some were trans- 
ferred to other wards, and some were furloughed dur- 
ing the year. The number of all patients’ seizures 
is included in the total. Of the patients remaining 
in the wards per January 1, 1958, a total of 113 
patients had 2,151 seizures recorded during 1957. 
The difference between the total of seizures recorded 
during 1957 and the number of seizures had by the 
remaining patient population thus amounts to 600 
seizures. 
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Died, Transferred or Furloughed) 


108 seizures were suffered during one week by ten 
patients who were put on an experimental drug, AHR 
85, which proved to have no therapeutic effect. In 
July, 1957, the number of recorded seizures rose 
because the nursing service failed a couple of times 
to give the prescribed medication in the evenings. 

In the greater part of the year, there is a fairly 
definite relationship between the total number of 
seizures and the number of seizures suffered by the 
present population, indicating that the ward, as far 
as population goes, was a pretty stable one. 

An average of 37 patients had seizures every month 
in 1957. 


The distribution of seizures will be clear in Table 
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2 which lists the number of patients and the number 
of seizures. 

It will be seen that 20 of the 113 epileptics have 
had no seizures at all during 1957, and that 23 
patients have had from one to three seizures during 


PATIENTS 


public may destroy a patient’s social-economic status 
on account of its conspicuity. Therefore, such pa- 
tients will naturally gravitate toward a mental hos- 
pital in a greater number, than those with grand 
mal epilepsy alone. 
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TABLE 2. Number of Seizures Per 


1957. It is immediately apparent also that the ten 
patients in the right half of the table are the ones 
really responsible for the great number of seizures, 
ranging from 60 seizures a year to 227 seizures a 
year. 


Tue Type oF SEIZURES 
Out of 90 epileptics studied, the clinical type of 
seizures was in 48% grand mal seizures which is 
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DISCUSSION 


Of prime importance to the psychiatric department 
and the nursing staff is the maintenance of an up-to- 
date total perspective of the status of the patients, 
the securing of adequate treatment and a documenta- 
tion of the effect of the treatment. This has been 
accomplished by a simple recording system used 
daily by the ward personnel in such a way that the 
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Psychomotor 
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Psychomotor 
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also found to be average for much larger statistical 
materials. Twenty-four per cent had psychomotor 
epilepsy, which would be expected considering the 
fact that the occurrence of psychomotor seizures in 
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TaBLe 3. Clinical Types of Seizures (90 Epileptic Patients) 


degree of effective administration of the ward can 
be easily ascertained, including correction of treat- 
ment and care for the patients most in need of atten- 
tion. —The number of wet bed sheets were counted 
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every morning in order to get some measure of pos- 
sible additional seizures not recorded during the 
night. The number of wet bed sheets were not found 
to be statistically significant related to seizure ac- 
tivity, remaining on a fairly constant level though- 
out the year, except during summertime when the 
number of wet sheets rose during the time when 
watermelons were served the patients. 
SUMMARY 

One hundred and thirteen male colored epileptic 

patients have been studied in regard to seizure ac- 


tivity for one year. The use of a simple recording 
system has been proven to be of value in screening 
the few patients accounting for the great number of 
seizures in the group, thus allowing group com- 
parisons as to seizure frequencies. The compilation 
of datas has been found to be useful as a base line 
for the testing of anti-convulsant drugs, and has 
stimulated the nursing staff into a greater interest 
and awareness of the problems peculiar to the cus- 
todial care of epileptics. 


Health Insurance for the Aged 


The number of older aged persons with health 
insurance is growing at a much faster rate than the 
senior citizen population itself, according to a 
newly published survey by the Federal Government. 

The Health Insurance Institute, citing a June, 
1958, study of the U. S. Department of Health, 
Education and Welfare, reported today that a greater 
percentage than ever before of the older aged popu- 
lation is now protected by voluntary health insurance 
plans. 

The senior citizen population is increasing at a 
rapid rate. Today, there are nearly 15 million 
Americans who are 65 years of age or over. This 
figure is expected to rise to 21 million persons by 
1975. 

The government study shows that the number of 
Americans 65 and over increased by 13% from 
March 1952 to September 1956, while the number 
of senior citizens covered by health insurance went 
up 56%. These figures do not include persons in 
institutions, such as homes for indigent care. 

The growth trend held true over the 1952-1956 
span for each age bracket among older persons. 
Thus, the number of persons in the 65-69 age bracket 
increased by 7% while the number of insured grew 
by 40%. In the 70-74 age class, total population 
went up 15% and the insured increased 68%. The 
number of persons 75 years old and over climbed 
18% while the insured portion of that age group 
rose by 87%. 

The government study also pointed out that 26% 
of the population in their senior years, or one out 
of every four persons 65 and older, had health 
insurance in March 1952. By September 1956, this 
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proportion had climbed to better than one out of 
every three, or 37%. 

In recent months, top U. S. medical and insurance 
spokesmen have drawn attention to the need for 
more adequate health insurance coverage for senior 
citizens. 

Dr. F. J. L. Blasingame, General Manager of 
the American Medical Association, said last May 
that financing health care for our older age popula- 
tion was the major problem which voluntary health 
insurance and medicine must solve jointly. 

Morton D. Miller, Chairman of the Health In- 
surance Council, a federation of insurance associa- 
tions, last August stated that “the extension of cov- 
erage for our senior citizens” was one of two major 
problems facing health insurance. He listed rising 
medical costs as the other. 

Health insurance, the Institute reports, is being 
extended to more and more older persons in a variety 
of ways. 


One method is by permitting workers to continue 


their insurance under group policies (usually avail- 


able through the place of employment or union 
sponsorship) after retirement, or to convert their 
Another 
is the issuance of new insurance to groups of older 
persons and to individuals at advanced ages. 


group coverage to an individual policy. 


Still another is a type of health insurance that 
becomes fully paid up for life at the age of 65, thus 
enabling the policyholder to pay for his protection 
during his younger, more productive years. 

The Health Insurance Institute is the central 
source of information for the nation’s insurance 
companies serving the public through voluntary 
health insurance. 
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Pre-Paid Medical Care .... 


“Blue Shield, pioneer in the prepaid medical care field and the only doctor-sponsored 


Edited by 
RICHARD J. ACKART, M.D. 


plan, has more than justified its creation and support by the profession. The doctor, 


as well as the patient, has benefited tremendously. As so often is the case in helping 


others, some of the benefits rub off on the benefactor.” This opinion, so well expressed 


by Dr. Robert S. Schaeffer when he was President of the Medical Society of the State 


of Pennsylvania during 1956, recently has been seconded by two other well-known 


physicians. Dr. Charles A. Hoffman, as President of the West Virginia State Medical 


Association, this past July devoted his special page in his State’s Journal to clarifica- 


tion of any misunderstanding about Blue Shield’s relationship with the medical pro- 


fession. Then, during September, Dr. Henry A. Davidson, editor of the Journal of 


the Medical Society of New Jersey, published an article reflecting his rather good 


opinion of what Blue Shield is doing for doctors, as well as for subscriber-patients. 


With the kind permission of the persons involved, these two articles are republished 


below. 


Is Blue Shield a Third Party? 


CuHarires A. HorrMan, M.D. 
Huntington, West Virginia 


This President’s Page is more or less my answer 
to what is considered a debatable point by many of 
our members. The supposition that Blue Shield is 
a third party was raised on various occasions during 
my recent visits to component medical societies. This 
question has surprised me a great deal, for I cannot 
see how anybody who has concerned himself with 
studying the history and workings of Blue Shield can 
express himself as considering Blue Shield a third 
party. 

Blue Shield was pioneered by physicians and is 
run by physicians. The majority of the National 
Blue Shield Commission, which is the elected Board 
of Directors of the National Association of “Blue 
Shield Medical Care Plans”, are physicians. They 
represent the 78 medical society-sponsored, non- 
profit, Blue Shield Plans. The Commission has 
pointed out in a recently issued policy statement that 


Blue Shield is an organization of the profession 
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itself, and not a third party between doctor and 
patient. 

It would appear to the writer that in simplest 
terms, a “Third Party” must be some person or 
agency over whom neither the first party, which in 
the case in point is the patient, nor the second party, 
the doctor, exercises any control. This would mean 
somebody entirely independent of both the doctor 
and the patient, such as with private insurance com- 


panies, health funds, etc. 


The first requirement of a medical pre-payment 
plan that desires to call itself Blue Shield is that it 
be approved by the county or state society in the 
area which it serves. The second requirement is that 
all medical policies and operations be under medical 
control. The third is that it earn the voluntary par- 
ticipation of at least a majority of the doctors in the 


area to be served. 


With this knowledge at hand, one must assume 
that any physician who continues to believe that 
Blue Shield is a third party must be unfamiliar with 
the program. 


VircIniA MepicaL MontHLy 
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The Quiet Side of Blue Shield 


An Editorial 


Scandals get bolder headlines than marriages, 
births, or philanthropic donations. By the same rule 
of human perversity, we often take articulate notice 
of Blue Shield only when we have some fault to 
find with it. 

Whenever four or five colleagues are gathered, 
some critic may take shots at the Blue Shield Plan. 
Often the complaint has something to do with the 
Plan’s payments. Perhaps the allowance for a cer- 
tain procedure seemed inadequate for the particular 
case, or the Plan didn’t cover the diagnostic work 
that was needed, or the Plan has been persistently 
requesting a detailed operative report to explain a 
pending surgical claim. 

What's good about Blue Shield, anyway? 

Well, for every case where the Plan’s payment has 
been inadequate, delayed, or refused as ineligible— 
there have been scores of other cases for which rea- 
sonable payment has been swiftly remitted. Actually, 
Blue Shield’s payment for an eligible claim, properly 
presented, is as fast and dependable as any source 
of income we have on our books. 

As for the Blue Shield payment in a particular 
case, we have a unique recourse. The fee schedule 


That early rehabilitation can help stroke patients 
regain many of their abilities, even though consid- 
erable brain damage may have been caused, is 
brought out in the booklet, “Strokes, A Guide for the 
Family,” published by American Heart Association 
and available free of charge on request to Virginia 
Heart Association, 12 South Third St., Richmond 
19, Va. 

The booklet calls early rehabilitation “the most 
dynamic step in current treatment” of strokes and 
adds that doctors have found that it helps many 
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Strokes 


is arrived at—and continually adjusted—with the 
advice or at the request of our medical society. And 
if the scheduled payment is out of line with the 
service required in a particular case, the com- 
plainant can ask for a review. Blue Shield is the 
only prepayment program whose medical policies are 
subject to our own guidance and control. 

Another unique virtue of Blue Shield has to do 
with the economic segments of the patients whom 
it covers. Because of its community approach and 
its unmatched economy of operation, Blue Shield is 
the one medical prepayment plan that covers the 
lower income groups who most need protection. 
Hence, through Blue Shield, doctors are now being 
compensated for services rendered to a considerable 
number of people who, were it not for Blue Shield, 
would still qualify for our free services in hospital 
wards and clinics. 

Blue Shield is the Profession’s Plan, and a suc- 
cessful plan, too. Nationwide, some 43 million pa- 
tients are now buying Blue Shield every month, and 
thousands more are joining them every day. In so 
doing, these friends and neighbors are expressing 
their confidence in medicine and in our American 
system of independent private practice. 


Blue Sheld merits a pat on the back from doctors 


too. 


stroke patients live and work again to their full 
capac ity. 

In addition to describing the nature of strokes, 
the booklet gives specific pointers on how the family 
can help in the patient’s recovery. It suggests a 
number of self-help devices that stroke patients can 
use during the rehabilitation process and discusses 
the problems of patients with speech difficulties. The 
booklet also lists a number of recommendations that 
doctors have for families of patients who may re- 
quire care over a long period of time. 


Past, Present and Future. 


Dr. Harry C. Bates, Jr., immediate past 
president, Dr. Walter P. Adams, presi- 
dent, and Dr. Allen Barker, president- 


elect. 


200 Years of Service 


Dr. David Luther Rawls, Suffolk 
Dr. Samuel Clarence Couch, Cleveland 
Dr. Mead Stith Brent, Heathsville 
Dr. Tivis Colley Sutherland, Haysi 
These four members were present to re- 
ceive their certificates for fifty years of 


practice. 


Dedication of the Headquarters Building 


Dr. James P. King, chairman of the 
building committee, Robert I. Howard, 


4 


executive secretary, and Dr. Bates see 
that the cornerstone is properly laid. 
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The Medical Society of Virginia.... 


Council Minutes 


The meeting of the Council of The Medical So- 
ciety of Virginia was called to order by Dr. Harry 
C. Bates, Jr., President, at 1:00 P.M. on Sunday, 
October 12, 1958 at the Society’s new headquarters 
building. There was a 100 per cent attendance. 
Attending were Dr. James D. Hagood, Dr. Walter 
P. Adams, Dr. Harry J. Warthen, Dr. Mack I. 
Shanholtz, Dr. J. R. B. Hutchinson, Dr. S. K. Ames, 
Dr. K. K. Wallace, Dr. Benjamin W. Rawles, Jr., Dr. 
Fletcher J. Wright, Jr., Dr. Louis P. Bailey, Dr. Alex- 
ander McCausland, Dr. Harold W. Miller, Dr. David 
W. Scott, Jr., Dr. James P. Williams, and Dr. J. D. 
Zylman. Also present were Dr. K. D. Graves, Sec- 
retary of the State Board of Medical Examiners, 
Dr. Walter A. Porter, Chairman of the Finance 
Committee, Dr. Vincent W. Archer, Dr. W. Linwood 
Ball and Dr. Allen Barker, Delegates to the Ameri- 
can Medical Association, Dr. John C. Watson, 
Chairman of the Virginia AMEF Committee, Dr. 
James L. 
Committee, and Mr. Robert C. Duval, Jr., Attorney 
for the Society. 


Chitwood, Chairman of the Insurance 


Dr. Watson opened the meeting by acquainting 
Council with the problems faced by his AMEF 
Committee. Brought out was the fact that too few 
physicians are contributing to the Foundation and 
too few component societies are cooperating by ap- 
pointing local committees. It was suggested that Dr. 
Watson introduce a resolution before the House of 
Delegates calling attention to these facts and re- 
questing the House to support the efforts of the 
State Committee. An article for the December issue 
of the Virginia Medical Monthly was also proposed. 

Council then heard a report from Dr. Chitwood 
with reference to major hospital insurance proposals 
submitted by the American Casualty Company and 
Blue Cross. Attention was called to the fact that 
while the commercial proposal apparently contained 
features most acceptable to the profession as a whole, 
the Blue Cross Plan would make the coverage avail- 
able to those members who perhaps need it most— 
those above 70 years of age. After considerable dis- 
cussion, it was recommended that the Society accept 
the proposal of the American Casualty Company as 
submitted by Mr. David A. Dyer, Roanoke. 

Dr. Porter presented the report of the Finance 
committee and the proposed budget for 1958-59 was 
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carefully considered. The budget, as adopted, is 
included in the Minutes of the First Session of 
the House of Delegates. 

Dr. Archer then commented on a letter which he 
had received from a member of the AMA House of 
Delegates with reference to a dinner to be sponsored 
in Miami during the 1960 AMA meeting. The din- 
ner would be sponsored by all of those southern state 
societies which, because of limited facilities, have 
never had the opportunity to entertain an AMA 
meeting in their areas. Inasmuch as this item would 
come up for discussion again next year, it was moved 
that the Society participate in this venture, and that 
the details be considered in October, 1959. 

Council was advised that the Virginia Medical 
Service Association had done a splendid job as fiscal 
administrator for the Medicare Program and should 
have the Society’s approval before the present con- 
tract is renegotiated in November. It was moved 
and passed that this approval be granted. 

The advisability of publishing the new Medicare 
fee schedule was discussed and it was brought out 
that in many states the schedules have probably done 
more harm than good. Actually, the schedule is a 
maximum one and the physician is supposed to 
always charge his usual fee when it is lower. It was 
moved and adopted that the next fee schedule nego- 
tiated by the Society not be prepared for general 
distribution. 

The objectives of the Virginia Association of 
Medical Assistants were made known to the Council 
with the request that they be approved. The organi- 
zation was commended for its fine work and a 
motion was moved that its objectives be approved. 
The motion carried. 

The importance of a closer liaison between Coun- 
cil and Delegates to the AMA was discussed. It 
was then moved that Delegates to the AMA be 
granted full membership in the Council and the 
House of Delegates and the Constitution and By- 
Laws be amended accordingly. The motion was 
adopted. It was agreed, in the meanwhile, that AMA 
Delegates be invited to all Council meetings. 

The 1960 Annual Meeting was the next topic of 
discussion and Council was informed that an invi- 
tation was expected to be extended by the Norfolk 
County Medical Society. It was mentioned that 
The Medical Society of Virginia might possibly be 
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forced to plan its meetings three years ahead in 
order to obtain acceptable dates. 

Council was then requested to adopt a policy with 
reference to permitting allied and other groups to 
use the Conference Room in the new headquarters 
building. Mentioned was the fact that already four 
groups have requested permission to use the room 
for their monthly meetings. Dr. Warthen told of 
the procedure followed by the Richmond Academy 
of Medicine and thought perhaps the Society might 
well do something similar. This would mean charg- 
ing a moderate custodial fee to pay the janitor for 
opening and closing the building and also to defray 
what overhead might be involved. It was then moved 
that use of the Conference Room be limited to those 
groups whose members are also members of The 
Medical Society of Virginia. Use of the room by 
the Woman's Auxiliary was, of course, also approved. 
This motion was adopted. 

It was then moved that a fee of ten dollars per 
meeting be charged those groups using the Confer- 
ence Room. This motion carried. 

Presented next was a request from the Virginia 
Medical Service Association that the Society grant 
it permission to use the phrase “The Blue Shield 
Plan of The Medical Society of Virginia”. While 
there was no great objection to the request, there was 
some feeling that perhaps the word “the” should not 
be used since the Richmond Blue Shield Plan does 
not cover the entire state. It was then moved that 
the phrase be amended to read “A Blue Shield Plan 
approved by The Medical Society of Virginia”. The 
motion carried. 

A letter from the Arthritis and Rheumatism Foun- 
dation was then read and Council was requested that 
approval be granted a registration project designed to 
seek out the many unknown arthritics in the state. It 
was mentioned that the survey would be conducted 
by local drug stores. A motion was made that ap- 
proval be granted. During the ensuing discussion, 
however, it was pointed out the request indicated 
that the survey would also be used as a means of 
publicizing the Foundation and perhaps the Society 
should move cautiously. Brought out was the fact 
that during recent weeks there have been indica- 
tions of growing conflicts between organizations 
working in the same fields. The original motion 
for approval was withdrawn and a new motion that 
no action be taken on the request was adopted. 

A resolution which would permit the Society to 
apply to the Mutual Assurance Society of Virginia 
for fire insurance in the amount of $5,000 was then 
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approved. The Mutual Assurance Society is one 
of the older companies in Virginia and has, through 
its policy of being most selective, enjoyed the best 
possible experience. Unfortunately, they are not per- 
mitted to cover any non-residential property for 
more than $5,000. It should be mentioned that the 
Society has an additional $59,000 insurance with 
another company. 

The work of the Sub-Committee on Prepaid Hos- 
pital and Medical Insurance was discussed and 
Council was pleased to learn of the fine job it has 
been doing. It was specifically requested that this 
Sub-Committee be approved as the Society's official 
liaison committee to the insurance industry. The 
Sub-Committee would be particularly concerned with 
problems connected with major medical coverage. 
It was moved and passed that this approval be 
granted. 

Dr. Rawles then commented on the great utiliza- 
tion of both Blue Cross and Blue Shield and stated 
that both Plans were faced wiih serious problems. 
The need for a solution is urgent. It was moved and 
adopted that the Sub-Committee on Prepaid Hos- 
pital and Medical Insurance be requested to look 
into the matter and make such recommendations as 
it believed advisable. 

Next to be considered was a resolution from the 
Rockingham County Medical Society which would 
have The Medical Society of Virginia lend itself to 
a movement designed to have a roadside highway 
marker erected near the site of the first successful 
Caesarean section performed in North America. It 
was moved and passed that the resolution be adopted. 

There being no further business, the meeting was 
adjourned. 


House of Delegates 
First SESSION 

The House of Delegates of The Medical Society 
of Virginia met in the Ballroom of the Hotel Jeffer- 
son, Richmond, Virginia, on Sunday, October 12, 
and was called to order at 8:00 P.M. by Dr. Harry 
C. Bates, Jr., President. 

Dr. Bates welcomed the delegates to Richmond 
and requested a report from the Credentials Com- 
mittee. Dr. Ira L. Hancock, Committee Chairman, 
reported a quorum present. 

The President then introduced Dr. Fletcher J. 
Wright, Jr., Vice-Speaker of the House, who pre- 
sided in the absence of Dr. John T. Hundley. 

Minutes of the 1957 Meeting of the House of 
Delegates were approved as published in the De- 
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cember, 1957 issue of the Virginia Medical Monthly. 

Mrs. John R. St. George, President of the Wom- 
an’s Auxiliary to The Medical Society of Virginia, 
addressed the House and told of the Auxiliary’s 
interest in medical schools and of its determination 
to help preserve the freedom of medicine. 

The Society’s delegates to meetings of allied or- 
ganizations were then recognized: Dr. Warthen 
had represented the Society at the annual meeting 
of the Virginia Pharmaceutical Association and Dr. 
Hamner had served as delegate to the annual meet- 
ing of the Virginia Academy of General Practice. 

The Speaker recognized the following visiting del- 
egates: Mrs. Virginia Campbell, Virginia State 
Nurses Association; Mr. Charles Green, Virginia 
Pharmaceutical Association; Mr. J. R. B. Hutchin- 
son, Jr.. and Mr. Dean McKnight, Student AMA 
Chapter, University of Virginia; and Mr. Spencer 
Albright, Mr. Wilson Kolmer and Mr. Ira L. Han- 
cock, Jr., all from the Student AMA Chapter, Med- 
ical College of Virginia. 

Dr. Wright then appointed delegates from each 
congressional district to assist in the appointment 
of a nominating committee. These delegates met 
with the delegations from their districts during a 
short intermission which followed. 

The Speaker introduced Dr. John Winebrenner, 
Regional Medical Administrator of the United Mine 
Workers Health and Welfare Fund. 

The Committee on Nominations was announced 
as follows: 

Ist District: 
2nd District: 
3rd_ District: 
4th District: 
Sth: District: 
6th District: 
7th District: 
8th District: 
9th District: 
10th District: 


Frank Kearney, M.D. 
Mallory Andrews, M.D. 
Webster P. Barnes, M.D. 
James L. Hamner, M.D. 
W. N. Thompson, M.D. 
Harry B. Stone, Jr., M.D. 
Charles L. Savage, M.D. 
McLemore Birdsong, M.D. 
J. C. Moore, M.D. 

John T. Hazel, M.D. 


Dr. Walter A. Porter, Chairman of the Finance 
Committee, was recognized for the purpose of pre- 
senting the proposed budget for fiscal 1958-59 as 
recommended by Council. It was moved that the 
report of the Committee be accepted and that the 
budget be adopted. The motion carried. 

The budget, as approved, is listed below: 


BUDGET—1958-1959 
Executive Office 


$27,785.00 
1,550.00 
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Postage 1,250.00 
Stationery and Supplies ee 1,000.00 
Office Equipment—Repairs & Replacements 800.00 
Building Maintenance 3,400.00 
Building Repairs 100.00 
Convention Expense 1,000.00 
Council & Committee Expense 2,500.00 
Delegates to AMA 1,600.00 
Executive Assistant 350.00 
President's Expenses 1,000.00 
Traveling Expense 1,700.00 
Virginia Medical Monthly 36,000.00 
Scientific Exhibits 2,500.00 
Legal Expenses 2,000.00 
Walter Reed Commission 500.00 
Woman's Auxiliary 100.00 
Membership Dues—Afhliated Agencie 205.00 
Editor—Virginia Medical Monthly 600.00 

Special Appropriations: 
Virginia Council on Health & Medical Care 3,000.00 
American Medical Education Foundation - 3,000.00 
National Society on Medica! Research 150.00 
Sub-Committee on Rural Health 500.00 
Student AMA 200.00 
Social Security Taxes 500.00 
Miscellaneous 600.00 
Virginia League of Nursing 175.00 

Public Relations: 

Conference Expenses 500.00 
Radio & Press 600.00 
Literature & Bulletins 200.00 
Exhibits & Miscellaneous Projects 100.00 
Tora. $95,465.00 


The Speaker reported on the afternoon meeting 
of the Council and acquainted the House with the 
major hospital insurance plan recommended for the 
membership, the recommendation that delegates to 
the American Medical Association be granted full 
membership in the Council and House of Dele- 
gates and the matter of authorizing the Virginia 
Medical Service Association to use the phrase “A 
Blue Shield Plan approved by The Medical Society 
of Virginia”’. 

Dr. Edward E. Haddock, Chairman of the Liaison 
Committee to the Virginia State Bar Association, 
was recognized for the purpose of commenting on 
the “Standards of Principles Governing Lawyers 
and Physicians”. Dr. Haddock strongly urged the 
adoption of these “Principles” and introduced Mr. 
Alex Parker of the Bar Association who expressed 
the interest of lawyers and their desire to bring 
about a better working relationship with the medical 
profession. 

A report on Traffic Safety was then received from 
Dr. Fletcher D. Woodward and may be found in 
the December issue of the Virginia Medical Monthly. 
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Salaries 
Telephon 
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The following committee reports, published in 
the October 1958 issue of the Virginia Medical 
Monthly, were then received: Executive Secretary- 
Treasurer; Delegates to the AMA (Dr. Archer urged 
everyone to attend the 1959 AMA Meeting in At- 
lantic City); Medicare Advisory; Judicial (referred 
to Reference Committee); Editorial Board; Medical 
Service (referred to Reference Committee); House; 
Scientific Exhibits and Clinics; Ethics; Mediation; 
Membership; Public Relations; Advisory to Wom- 
an’s Auxiliary; Liaison to United Mine Workers 
Welfare Fund; National Legislative; Principles and 
Policies (referred to Reference Committee) ; Conser- 
vation of Hearing; Insurance, and Mental Hygiene. 

Dr. Hazel presented a supplemental report for the 
Committee on Federal Medical Services and alerted 
the House to new threats to the free practice of 
medicine. Dr. King spoke for the Headquarters 
Building Committee and urged everyone to visit the 
new headquarters on Dover Road. 

Also received were reports from the following com- 
mittees: Child Health; To Study Future Vaccine 
Programs (referred to the Reference Committee) , and 
Specific and Chronic Diseases (supplemental report 
including a resolution on chest x-ray surveys and a 
resolution urging poliomyelitis immunizations was 
presented by Dr. Barney and referred to the Refer- 
ence Committee). 

Accepted next was the report of the Liaison Com- 
mittee to the State Board of Nurse Examiners. Dr. 
Mapp urged that physicians do everything possible 
to assist with the instruction of student nurses and 
also to aid in recruiting. 

The report of the American Medical Education 
Foundation Committee was accepted and Dr. Wat- 
son introduced a resolution bearing on the Commit- 
tee and its work. The resolution was referred to the 
Reference Committee. 

Reports were than accepted from the Committees 
on Radiation Hazards, Maternal Health and Reha- 
bilitation. 

Dr. Harris reported the activities of the recently 
appointed Committee on Medical Education and in- 
troduced a resolution which- would appoint a com- 
mittee to study problems having to do with licensing 
of physicians in the State. The resolution was 
referred to the Reference Committee. 

Reports; were also accepted from Liaison Commit- 
tee to the State Department of Public Welfare (pub- 


lished in the December issue) and the Program 
Committee. 


The Speaker then called for new business and 
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Dr. Ball moved that the Executive Secretary be 
instructed to write Dr. John T. T. Hundley and 
Dr. Lloyd B. Burk letting them know that they were 
missed and wishing them quick recoveries. The 
motion was adopted unanimously. 

Resolutions introduced by the following delegates 
were referred to the Reference Committee. 

Dr. G. Edward Calvert—Resolution requesting 
House to approve extension of social security cov- 
erage to medical profession. 

Dr. John C. Watson—Resolution requesting spe- 
cial committee to study means of developing and 
financing program of postgraduate education de- 
signed to meet changing needs of the people and 
their care in community hospitals. 

Dr. Horace E. Kerr—Resolution requesting ap- 
proval of action taken by the Northern Neck Medi- 
cal Society recommending direct payment of physi- 
cians by local welfare departments rather than by 
individual patients. 

The following resolution, introduced by Dr. Roy 
M. Hoover, was adopted unanimously: 

In consideration of his dedicated and unselfish 

work for the cure of those suffering from one of 

our long time major medical problems, tubercu- 
losis, and his untiring efforts to return them to the 
normal social and economic life of the community, 

Be It Resolved that The Medical Society of Vir- 

ginia very strongly recommend Dr. Frank Staf- 

ford of Charlottesville, Virginia, for the Presi- 
dent’s Award as the Physician who has contributed 
most toward the Employment of the Handicapped. 

An invitation from the Norfolk County Medical 
Society to hold the 1960 Annual Meeting in that 
area was deferred until the second session of the 
House. 

There being no further business, the meeting was 
adjourned. 


Seconp Session 

The second session of the House of Delegates of 
The Medical Society of Virginia was called to order 
by Dr. Harry C. Bates, Jr., President, at 4:00 P.M., 
Tuesday, October 14, 1958 in the Flemish Room 
of the Hotel Jefferson. 

Dr. Richard E. Palmer, member of the Credentials 
Committee, reported a quorum present. 

Dr. Bates then turned the meeting over to Dr. 
Wright, Vice-Speaker, who recognized Dr. Mallory 
Andrews, Chairman of the Committee on Nomina- 
tions. Dr. Andrews submitted the following nomina- 
tions: 

President-Elect: Allen Barker, M.D. 
First Vice-President: Guy W. Horsley, M.D. 
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Second Vice-President: James M. Peery, M.D. 

Third Vice-President: McLemore Birdsong, M.D. 

Speaker of the House: John T. T. Hundley, M.D. 

Vice-Speaker of the House: Fletcher J. Wright, 
Jr., M.D. 

Executive Secretary-Treasurer: Robert I. Howard 


It was then moved that that portion of Article VI, 
Section 1 of the By-Laws relating to the election of 
officers be dispensed with and that the vote be by 
voice. The motion was carried. A vote was then 
taken and those nominated by the Committee were 
elected unanimously. 

Received next were the following nominations for 
Councilors from the even districts: 

2nd District: K. K. Wallace, M.D. 

4th District: Fletcher J. Wright, Jr., M.D. 

6th District: Alexander McCausland, M.D. 

8th District: Byrd S. Leavell, M.D. 

10th District: Richard E. Palmer, M.D. 

The above named were elected unanimously. 


The following nominations from the Sth District 
for the State Board of Medical Examiners were re- 
ceived: Dr. Snowden C. Hall, Jr., Dr. J. J. Neal, 
and Dr. Walter A. Porter. It was moved that these 
nominations be accepted and submitted to the Gov- 
ernor for his consideration. The motion carried. 

The Speaker then requested nominations for a 
delegate and alternate to the American Medical 
Association. It was explained that the term of Dr. 
Vincent W. Archer would expire on December 31. 
Those nominated were Dr. Harry C. Bates, Jr., Dr. 
Malcolm H. Harris, and Dr. Archer. Dr. Bates 
requested that his name be withdrawn from consider- 
ation. The vote was by ballot and Dr. Archer was 
reelected with Dr. Harris serving as his alternate. 


The report of the Reference Committee was then 
presented by the Speaker. The Committee recom- 
mended that the major hospital and business overhead 
plans proposed by the American Casualty Company 
be approved. It was moved and adopted that the 
recommendation be accepted. 

The Committee recommended that delegates to 
the AMA be granted full membership in the Coun- 
cil and House of Delegates and that the By-Laws 
be amended accordingly. 
mendation was adopted. 


The Committee’s recom- 


Approved also was the Committee’s recommenda- 
tion that the Virginia Medical Service Association 
be authorized to use the phrase “A Blue Shield 
Plan approved by The Medical Society of Virginia’’. 


The recommendations of the Reference Commit- 
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tee with reference to proposed amendments to the 
By-Laws were considered. It was the Committee’s 
recommendation that the proposed amendment to 
Article II, Section 1 (providing $15.00 dues for 
a 5 year period immediately after physicians enter 
active practice) be referred back to the Judicial 
Committee for re-consideration. It was brought out 
that the problem is quite complex and perhaps 
needs further clarification. The recommendation was 
adopted. 

The Committee recommended that the proposed 
amerdment to Article VII, Section 4 (having to do 
with presidential appointments and their terms of 
office) be adopted. It was explained that the adop- 
tion of this amendment would permit the provisions 
of Section 4 to conform with similar provisions of 


the AMA. 
adopted. 


The Committee’s recommendation was 


The House then heard a recommendation that the 
“Standards of Principles Governing Lawyers and 
Physicians” be adopted as published in the Virginia 
Medical Monthly. It was then moved and passed 
that the “Standards” be adopted. 


A motion was/then introduced to appropriate 
$200.00 for the purpose of helping defray the cost 
of printing and distributing copies of the “Stand- 
ards” to the physicians and lawyers of the State. The 
motion carried. 


It was the recommendation of the Reference Com- 
mittee that the following three resolutions contained 


in the report of the Medical Service Committee be 
adopted : 


(1) Be Ir Resorvep, that The Medical Society 
of Virginia lend its efforts to the passage of a second 
injury law. 

(2) Be It Resotvep that The Medical Society 
of Virginia be notified that the Medical Service Com- 
mittee advocates an Industrial Health Conference be- 
tween members of the medical profession and the 
members of various industries in the State with the 
idea that such a health conference be sponsored by the 
medical profession and the members of various 
industries in the State. 

(3) Be Ir Resotvep that the Sub-Committee on 
Prepaid Hospital and Medical Insurance be ap- 
pointed as the Committee to which all questions 
concerning health insurance, complaints by insurance 
companies, doctors or patients, shou'd be referred, 
and that in addition, this Sub-Committee be em- 
powered to consult with the Virginia Committee 
of the Health Insurance Council, for help and 
assistance in any of its problems and further, that 
any problem or complaint may be referred to the 
Grievance Committee of a local medical society if 
this should be necessary. 


— 
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These resolutions were adopted. 


The recommendations of the Committee on Prin- 
ciples and Policies were considered and it was voted 
to approve all of them with the exception of number 
5 and number 6 (these provided that the principles 
and policies be written into the Constitution of the 
Society and that a study be made of the feasibility 
of incorporating the principles and policies into the 
Medical Practice Act). It was moved and passed 
that the recommendations of the Committee be 
adopted. 

The report of the Committee to Study Future 
Vaccine Programs was considered and the Commit- 
tee recommended that four amendments be made. 
Under that portion of the report entitled “the areas 
of greatest concern”’, it was recommended that para- 
graph 1 be amended to read ‘as follows: 

“Clinics for mass immunization have been set 
up by lay organizations and groups not suitably 
trained for such activities. Many of these so-called 
clinics have been conducted with inadequate medical 
supervision.” 

Paragraph 3 was amended by striking out a ref- 
erence to the State Department of Health and reads 
as follows: 

“Many of the component societies are disturbed 
by the sometimes unfair distribution of ‘vaccine. 
Available immunizing agents have frequently in the 
past, been stock, piled by the Federal Government 
and distribution has been inequitable.” 

Item B under paragraph 5 was amended to read 
as follows: 


“When necessary to prevent an epidemic.” 


Item D under paragraph 5 was amended by strik- 
ing out the word “regularly” and made to read as 
follows: 


“The prctection of employees or members of an 
organization when the physician giving the immuni- 
zation is employed by the organization.” 

The amendments proposed by the Committee were 
adopted. 

It was then recommended by the Committee that 
the following resolution, introduced by Dr. Barney, 
be adopted : 

WHEREAS: 

1. It has been shown by extensive investigation 

and usage that the Salk vaccine for poliomyelitis 

is effective in lowering the incidence of paralytic 
poliomyelitis. 

2. There is a laxity on the part of the general 


public in securing the three injections of polio- 
myelitis vaccine for immunization. 
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3. The number of cases of poliomyelitis in Vir- 
ginia has increased this year in comparison to last 
year. 

We, THEREFORE, Move that The Medical Society 
of Virginia continue to encourage all people from 
the ages of three months to forty years to make every 
effort to receive the recommended three injections 
of poliomyelitis vaccine, and use every effort avail- 
able to publicize this recommendation. 


The motion carried. 


Also adopted was the following resolution, intro- 
duced by Dr. Barney: 


WHEREAS: 

1. Tuberculosis is still a serious public health 
problem in Virginia. 

2. An Advisory Committee to the State Health 
Commissioner has recommended an intensive pro- 
gram of case finding in certain groups in which 
the incidence of tuberculosis is high. 

3. Periodic chest x-ray screening of adults in such 
groups is still the best method of diagnosing sus- 
pect cases before they become highly contagious. 
4. The public has often tended to become apathet- 
ic to continued case finding efforts and to become 
unduly apprehensive concerning recently publi- 
cized possible radiation effects involved in medical 
x-ray procedures. 

5. This committee believes that the danger in 
failure to detect certain serious conditions includ- 
ing tuberculosis and cancer greatly outweighs any 
possible radiation hazard involved with properly 
taken x-ray films. 

We, THEREFORE, Move that The Medical Society 
of Virginia endorse the continuation of chest 
X-ray surveys in accordance with the recommenda- 
tions of the State Health Commissioner with spe- 
cial emphasis on the older population, on those 
who have not had chest x-rays in recent years, 
and all special smaller groups with recognized 
high incidence of tuberculosis. 

We FurtHer Move that The Medical Society 
of Virginia urge all local societies to fully coop- 
erate with official health agencies in promoting 
and carrying out all such surveys that will best 
meet the needs of the various localities. 


It was then moved and passed that the following 
resolution, introduced by Dr. Watson, be adopted. 


RESOLVED THarT (1) the small AMEF Commit- 
tee of The Medical Society of Virginia be continued 
to work with local AMEF chairmen, and (2) that 
at least one meeting of the State Committee local 
chairmen, and AMEF officials from Chicago, be 
held each year, and (3) that members of the House 
of Delegates make every effort to see that local 
societies in their areas appoint local AMEF chair- 
men. 


The following resolution, sponsored by the Alex- 
andria Medical Society, was then adopted: 
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WHEREAS, the increasing difficulty of continuing 
resident training in community hospitals constitutes 
a crisis threatening to eliminate the teaching func- 
tions of the community hospitals, with the conse- 
quent lowering of the quality of medical care deliv- 
ered to a large proportion of the residents of the 
State; and 


WHEREAS, the two medical schools in the State 
are already pursuing programs of teaching at post 
graduate levels and there exists an opportunity to 
widen their base to reach the community hospitals, 
thereby becoming an outstanding influence in the 
improvement of both the intensity and quality of 
teaching activity; 

Be It THEREFORE RESOLVED, that the House of 
Delegates instruct its President to appoint a com- 
mittee which shall have representation from this 
Society and from the two Schools of Medicine. The 
task of this Committee shall be the study of the 
means of developing and financing a program, by 
appropriate legislative means, of post graduate edu- 
cation in order to meet the changing needs of the 
people of Virginia, and their care in community 
hospitals. 

The Reference Committee next recommended that 
a resolution sponsored by the Northern Neck Medi- 
cal Society concerning methods utilized by local 
Welfare Departments for payment of fees be referred 
to the Liaison Committee to the Department of 
Public Welfare. The Reference Committee will con- 
tinue to seek an acceptable method of payment. The 
recommendation of the Reference Committee was 
adopted. 

Dr. Wright then reported that the resolution intro- 
duced by Dr. Harris had been amended slightly and 
that the Reierence Committee recommended its 
approval in the following form: 

Be It Reso_vep Tuat since this Committee feels 
close liaison is needed between The Medical Society 
of Virginia, the medical schools, and the State 
Board of Medical Examiners, a special committee 
of The Medical Society of Virginia be appointed to 
study those problems relating to the licensing of 
physicians in Virginia and make such recommenda- 
tions as it believes advisable. 

Be It FurtHer Resotvep that the Committee 
include representatives from both medical schools, 


the State Board of Medical Examiners, and The 
Medical Society of Virginia. 


The House adopted the resolution as amended. 


The House was then advised of a problem which 
had developed with reference to proper seating of a 
delegate. The question involved was whether or not 
delegates should be seated by districts or by com- 
ponent societies. It was brought out that in some 
instances, two or more districts are represented 
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within a particular society. The Speaker reported 
that the Reference Committee has recommended that 
the question be referred to the Judicial Committee 
for clarification. The recommendation was adopted. 

Considerable discussion attended the Reference 
Committee’s recommendation that the resolution call- 
ing for an extension of social security coverage to 
physicians not be adopted. A motion was introduced 
calling for approval of the Committee’s recommen- 
dation. A substitute motion was then offered calling 
for the resolution to be tabled until a well conceived 
educational campaign could be conducted and a pcll 
of the membership taken. After further discussion, 
a motion was adopted that the debate be closed. 
The substitute motion was then voted on and de- 
feated. The original motion to accept the Reference 
Committee’s recommendation carried. 

The House then held an election to select the 
“General Practitioner of the Year in Virginia”. Be- 
fore the actual voting took place, a question was 
raised concerning the advisability of continuing these 
elections and it was moved that the custom of select- 
ing a “General Practitioner of the Year” be aban- 
doned. Brought out was the fact that the election 
poses a number of difficult problems and a number 
of states have decided to eliminate such elections. 
This motion was ruled out of order but another 
motion was immediately introduced calling for the 
suspension of rules in order that the matter could 
be voted on immediately. The motion for suspension 
was adopted. A new motion was then offered calling 
for the question to be tabled until the next meeting 
of the House. The motion carried. 


Voting on the three nominees then took place 
and Dr. Tivis C. Sutherland was officially pro- 
nounced “General Practitioner of the Year in Vir- 
ginia”. 


Dr. Mallory Andrews extended an invitation on 
behalf of the Norfolk County Medical Society for 
The Medical Society of Virginia to hold its 1960 
Annual Meeting in the Norfolk area. Dr. Wallace 
requested that the Norfolk County Society be per- 
mitted to select the exact time and location. It was 
then moved and passed that the 1960 Meeting be 
held in the Norfolk area and that the Norfolk 
County Medical Society be permitted to select the 
time and location. The motion carried. 

It was brought out that the Society is encounter- 
ing some difficulty in obtaining acceptable dates for 
its meetings and that perhaps plans should be made 
as much as three years ahead. Dr. Zylman then 
extended the Society an invitation to meet in the 
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Washington area in 1961. It was moved that the 
Council be authorized to look into various meeting 
possibilities and to discuss the 1961 meeting during 
its mid-winter session. The motion was adopted. 

Dr. Salley then introduced the following resolu- 
tion which was adopted unanimously. 


Be It Reso_vep THat The House of Delegates 
of The Medical Society of Virginia commend our 
host committee of the Richmond Academy of Medi- 
cine for its efforts in connection with the 111th 
Annual Meeting, 

Be It FurTHER RESOLVED TuHatT the House ex- 
tend its sincere thanks to the Staff and employees 
of the Hotel Jefferson for their part in making this 
meeting an extremely pleasant and successful one. 


Dr. Salley then introduced a second motion call- 
ing for the House to express its appreciation of the 
excellent work done by Dr. Wright as Vice-Speaker. 

The motion was adopted unanimously. 


There being no further business, the meeting was 
adjourned. 


Ropert I. Howarp 
Executive Secretary 
APPROVED: 
Harry C. Bares, Jr., M.D. 
President 


Life Members—“Fifty Year Club Members”—1958 


Meade Stith Brent, M.D., Heathsville 
Charles Edward Conduff, M.D., Roanoke 
Samuel Clarence Couch, M.D., Cleveland 
Samuel Clinton Draper, M.D., Wytheville 
Eugene Conway Eggleston, M.D., Richmond 
Frank Spencer Givens, M.D., Roanoke 
German Smith Hartley, M.D., Clifton Forge 
Edmund Horgan, M.D., Winchester 

Berkley Hancock Martin, M.D., Richmond 
Guy M. Naff, M.D., Emporia 

Bickerton Lewis Phillips, M.D., Richmond 
David Luther Rawls, M.D., Suffolk 

Albin Millard Saunders, M.D., Norfolk 
George W. Skaggs, M.D., Dublin 

Tivis Colley Sutherland, M.D., Haysi 


Members Whose Deaths Have Been Reported 
Since 1957 Meeting 


Lloyd C. Agnew, M.D. 

W. E. Brown, M.D. 
Noland M. Canter, M.D. 
Loren E. Cockrell, M.D. 

J. C. Cutler, M.D. 

C. Dodd, M.D. 

C. E. Foley, M.D. 

R. Finley Gayle, Jr., M.D. 
Thomas Leon Grove, M.D. 
R. L. Hiliman, M.D. 
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B. A. Hord, M.D. 
J. Meriwether Hurt, M.D. 
A. D. Hutton, M.D. 

Bernard H. Kyle, M.D. 

L. K. Leake, M.D. 

E. A. MacCornack, M.D. 

L. Freeland Magruder, M.D. 
J. L. Mann, M.D. 

Chas. F. McCaffrey, M.D. 
Alexander McLeod, M.D. 

R. A. Morison, M.D. 

G. Edward Mowry, M.D. 
Dan O. Nichols, M.D. 
Thomas E. Painter, M.D. 

F. W. Poindexter, M.D. 
George H. Reese, M.D. 

W. McMath Revercomb, M.D. 
R. M. Reynolds, M.D. 

W. R. Rogers, M.D. 

H. Cowles Rucker, M.D. 

M. B. Savage, M.D. 

J. W. R. Smith, M.D. 

J. F. Stover, M.D. 

Herbert W. Swertfeger, M.D. 
E. V. Valz, M.D. 

Douglas VanderHoof, M.D. 
Foy Vann, M.D. 

Samuel A. Vest, M.D. 
Samuel Weinstein, M.D. 

W. M. Winn, M.D. 

Robert Wright, Jr., M.D. 
Francis L. Zinzi, M.D. 


Traffic Safety 


The committee on traffic safety of the Medical Society 
of Virginia, composed of Dr. Allen Barker, Roanoke; Dr. 
Charles Frankel, Charlottesville; Dr. DuPont Guerry, III, 
Richmond; and Dr. John Meredith, Richmond, would 
like to propose, through its chairman, Dr. Fletcher D. 
Woodward, Charlottesville, the following suggestions to 
the Advisory Committee of the Governor's Highway Safe- 
ty Committee for study by its executive council and if 
approved transmission to the Governor's Highway Traffic 
Safety Committee for further study. 

We believe that if the following suggestions are em- 
ployed the present day number of highway fatalities and 
injuries will be substantially reduced, perhaps by one half, 
and many of the 20% of injuries now classified as from 
severe to critical will be changed to those of a minor 
nature. 


(1) Since fifty or more per cent of highway crashes 
causing death concern a drinking driver, we feel that it 
is the number one problem to be solved. To this end we 
propose that (a) a chemical breath test be mandatory 
in all cases where driving when drinking (not intoxi- 
cated) is suspected. This test would free the innocent as 
well as help convict the guilty. The alternative to such 
a law is the implied consent law as has been provided in 
New York and other states. (b) The result of the chem- 
ical test should be accepted as evidence. (c) The critical 
blood level should be 0.05% instead of 0.15%. The present 
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laws exonerating one with a blood level of less than 
0.05% are proper. There should be a new set of laws 
to punish the drinking driver, those from 0.05% to 0.15% 
less stringent than those for the driver higher than 0.15%. 
The laws for both offenses should be harsher, mandatory 
and carry from one to thirty days in jail. 

(2) Since speed and reckless driving are concerned 
with 30% or more of our deaths, we suggest more state 
police, tougher laws that are mandatory, and endorse- 
ment of the highway speeds suggested by the National 
Safety Council, roughly 60 M.P.H. for day, 55 M.P.H. 
at night and 35 M.P.H. in urban zones, all with a 5 
M.P.H. tolerance. 


(3) A study of the minimum safety features recom- 
mended by the Roberts Congressional Committee, the 
American College of Surgeons and other responsible 
groups as standard rather than optional equipment on 
cars sold in interstate commerce, these features to in- 
clude such things as safety belts (the one best item in 
prevention of deaths and injuries), safety door locks, 
safe steering assemblies, crash padding, recessed instru- 
ments, etc., to mention only a few. 

(4) The establishment of referral clinics staffed by 
physicians appointed by the local county medical society, 
psychologists and consulting specialists. This group would 
examine those referred to it by the Trafic Court Judge 
(such as repeat offenders), the police, and other physi- 
cians, those past sixty-five years of age at the time of 
their annual examination, and all passenger carrying 
drivers, including school bus drivers. 

($) That three classes of driver's permits be issued: 
(a) private vehicles the most lenient one as regards phys- 
ical standards—these drivers to be re-examined every 
three years. (b) commercial vehicle drivers requiring a 
higher standard of physical and mental fitness and re- 
examination every year. (c) passenger carrying vebicle 
drivers a still higher standard of physical and mental 
fitness, to include school bus drivers, and re-examination 
every year. (d) the present plan of notification every 
three years and automatic reissue of permits be abandoned. 

(6) That fully accredited driver training schools be 
established by the State Board of Education in all public, 
private and parochial schools, and such schools also be 
provided for the public. The curriculum of these schools 
should include behind the wheel instruction. Among the 
subjects taught should be the value of seat belts and the 
danger of drinking and driving. A license to drive could 
be issued to those sixteen years old when presenting a 
certificate from such a school, otherwise, the legal age 
should be eighteen years. 

(7) That the new laws of Michigan, Illinois and Con- 
necticut be studied as examples for adoption by Virginia. 

(8) That a point system be provided. 

(9) That more emphasis be placed on education. This 
applies not only to our youth but to the legislator, the 
judge, the physician and the public at large. 

(10) Our committee would be pleased and honored 
to discuss any of these proposals in more detail if re- 
quested. 

FLetcHer D. Woopwarp, M.D., 
Chairman 
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Liaison Committee to 
The Department of Public Welfare 


The Department of Public Welfare of the State of 
Virginia expends annually about four million dollars for 
indigent medical care under the following headings. 

1. Old Age Assistance 
Aid to the Blind 
Aid to Dependent Children 
Aid to the Permanently and Totally Disabled 
General Relief 
Foster Care 


7. Aid to so-called medically indigent 


The federal government also contributes between four 
and five hundred thousand dollars at present and this has 
been increased in recent years annually. In order to 
receive federal funds, it is ncessary for the Department 
of Welfare to comply with certain federal regulations 
regarding payments to and for indigents.. To. date the 
matter of matching and method of payment has been 
worked out for nursing homes in keeping with the recent 
revision of the Federal Security Act. 


The next sphere in which the Department of Welfare 
hopes to move would be to set up some sort of arrange- 
ment regarding drugs for these patients and later some 
policy regarding medical care. At present medical care 
throughout the state is administered to indigent patients 
eligible for public assistance by various methods depend- 
ing upon local conditions and traditions. It seems to be 
the feeling of the Department of Welfare that this varia- 
tion throughout the state would probably continue and 
should really be encouraged rather than having a standard 
method for all localities of the state. It felt, however, 
that some method should be worked out in which the 
physician receive some payment for services rendered 
welfare patients. It wis proposed that perhaps this could 
be worked out best by having a pilot project set up in 
one of the rural counties and learn from this experiment 
what was the most satisfactory way of carrying out these 
payments. Mr. Painter of the Department of Public Wel- 
fare stated that he would welcome from’ The Medical 
Society of Virginia any advice they might care to offer 
on this subject. 


Again your chairman brought up the importance of 
seeing to it that the Medical College of Virginia and the 
University of Virginia not be shut off from adequate 
patients for teaching purposes. It was suggested that per- 
haps zones or areas that are traditionally covered by these 
institutions be firmly fixed to these institutions, whereas 
other areas of the state who were too far to use the facili- 
ties of teaching hospitals could have their own set up. 

In response to a question by the chairman, Mr. Painter 
stated that the new Social Security Act changes might 
very well lead soon to hospitalization of the aged, that is 
those over sixty-five, at the expense of the federal govern- 
ment. In a sense if this occurred it would alter appreci- 
ably, and perhaps lighten, the load of the state’s respon- 
sibility in the care of the indigent aged. 

Mr. Bruner, representing the Department of Welfare 
and Institutions, also participated in the discussion. Both 
Mr. Painter and Mr. Bruner seemed of the opinion that 
matters of this nature should be handled slowly and de- 
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liberately, and they seemed to want the profession to be 
informed of their problems and to feel free to make any 
suggestions in the management of the relationship of the 
physician to the department and its clients. 

In view of the increasing impact of the federal govern- 
ment on state indigent programs it becomes increasingly 
important for the profession to be informed about changes 
and alerted as to the danger of further federal encroach- 
ment into the field of medical welfare. 


Georce B. M.D. 
KINLocH Netson, M.D. 

A. L. Carson, M.D. 

H. B. MULHOLLAND, M.D. 
Joun P. Lyncn, M.D., Chairman 


Maternal Health 


The Committee on Maternal Health of The Medical 
Society of Virginia met March 12 and August 2, 1958 
with all members present at the first and eleven members 
present at the second meeting. 

A discussion of the Maternity Hospital Law resulted 
in the appointment of a sub-committee to assist the State 
Department of Health in determining the adequacy of 
licensed sub-standard institutions for maternity care. A 
sub-committee was appointed at the same time to study 
the present law regarding the requirements to practice 
midwifery and to recommend such changes as may be 
indicated. 

The Maternal deaths that had been surveyed by the 
Bureau of Maternal and Child Health of the State De- 
partment of Health were submitted, without identification, 
to the committee for review and classification. A report 
of the Committee is to be made to the physician concerned 
with each case. 

At the second meeting the Committee recommended that 
the act of the sub-committee be broadened so that it may 
recommend changes, if any, for improving the standards of 
hospitals and then the committee on Maternal Health may 
recommend to the State Medical Society and to the State 
Department of Health such changes as may be indicated 
in the present Maternity Hospital Law. 

The statistical report regarding Maternal Deaths and 
Hospital and Midwife deliveries is to be presented to the 
Virginia Obstetrical and Gynecological Society at the 
time of the meeting of The Medical Society of Virginia. 

The Committee went on record as approving the Govy- 
ernor’s commission to study the problem of illegitimacy. 


Mason C. Anprews, M.D. 
James J. Dunne, M.D. 

E. S. Groseciose, M.D. 
W. J. Hacoop, M.D. 
Georce S. Hurt, M.D. 

K. Latven, M.D. 
Joun J. M.D. 
C. L. Ritey, M.D. 

L. L. SHAmBuRGER, M.D. 
W. N. Tuornton, M.D. 
H. H. Ware, Jr., M.D. 
A. Tyree Fincn, M.D., Chairman 


Alcoholism 


Each of the two planned meetings for the full commit- 
tee had to be cancelled because of severe snowstorms. 

Most of the activities of this committee took place at 
local levels, such as speaking engagements before civic 
clubs, men’s clubs (churches), ministerial unions, and 
Alcoholics Anonymous. 

Two members (Dr. Ebbe Hoff and I) attended the 4th 
Annual North Conway Conference, North Conway, New 
Hampshire, the week of June 16-20. In fact, Dr. Hoff 
was moderator of this symposium and presented a paper. 

The general theme of this seminar is education re- 
garding alcohol and problems of alcoholism. The theme 
this year was “The Church’s Concern for the Alcohol 
Education of its People”. The speakers were state di- 
rectors of alcohol education, other leading educators, and 
outstanding theologians in this field. 

Most of this work has to be done at local, district, or 
diocesan levels. We are attempting to educate the minis- 
ters for counseling with alcoholics and their families, as 
much of this type work will have to be done by the 
clergy. An attempt has also been made to stimulate in- 
terest and sympathy from the general public. 

Alcoholics Anonymous should be given recognition at 
every opportunity. 


S. SLoAn, M.D., Chairman 


Rehabilitation 


The Rehabilitation Committee, which also serves as the 
Medical Advisory Committee to the Vocational Rehabili- 
tation Services of the State Department of Education, has 
performed its regular functions during the past year. 

Individual Committee members, representing several 
specialty fields and located in various parts of the state, 
have provided consultative services on a continuing basis 
to the professional staff of the Rehabilitation Service. 
Advice was given on many rehabilitation cases that in- 
volved complicated medical problems. The Committee 
gave professional guidance to the agency in developing 
and revising professional fee schedules and helped to 
develop policies regarding the provision of physical 
restoration services to eligible handicapped individuals. 

A regular meeting of the Rehabilitation Committee was 
held at Woodrow Wilson Rehabilitation Center, Fishers- 
ville, on June 1, 1958. In addition to Committee mem- 
bers, others present were: Mr. R. N. Anderson, Director, 
Division of Rehabilitation; Dr. Rachael Weems, and Mr. 
F. O. Birdsall, representing Woodrow Wilson Rehabilitz- 
tion Center; and Mr. Floyd H. Armstrong and Mr. Ed- 
ward T. Justis of the State Rehabilitation Service. 

During the meeting Dr. Hoover and Mr. Birdsall re- 
ported on the most recent developments at Woodrow 
Wilson Rehabilitation Center. A tour of the Center's 
Medical Department with demonstrations was provided 
by the departmental staff and some of the students. 
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Mr. Floyd H. Armstrong reported on the status of the 
Field Service Program of Rehabilitation in Virginia. 
Roy M. Hoover, M.D., Chairman 
Gerorce A. Duncan, M.D. 

J. R. Biatock, M.D. 

Leroy Situ, M.D. 

A. L. Carson, M.D. 

G. §. Frrz-Hucn, M.D. 

Epwarp E. Happock, M.D. 

Reno Porter, M.D. 

CuHarves L. Savace, M.D. 
FLetcHer J. WriGHT, Jr., M.D. 
Frank B. STaFrorp, M.D. 
BenyJAMIN W. Rawtes, Jr., M.D. 
A. Ray Dawson, M.D. 

J. Treacy O’HANLAN, M.D. 

Joun N. Pastore, D.D.S. 


AUDITOR’S REPORT 
OFFICERS AND COUNCILORS 
THE MeEpIcAL SocieTy OF VIRGINIA 

RICHMOND, VIRGINIA 

GENTLEMEN: 

We have made an examination of the books and records 
of THe Mepicar Society oF Vircinia, Richmond, Virginia, 
for the fiscal year ended September 30, 1958, and have 
prepared therefrom the Balance Sheet, Exhibit “A”, State- 
ment of Surplus, Exhibit “B”, and Statement of Income, 
Expenses and Capital Outlay, Exhibit “C”. With the 
exceptions noted in the immediately following paragraph, 
our examination was made in accordance with generally 
accepted auditing standards and accordingly included such 
tests of the accounting records and such other auditing 
procedures as we considered necessary in the circum- 
stances. 

We did not verify the accounts receivable by direct 
correspondence with the debtors, nor did we verify the 
accounts payable. It will be*noted from the balance sheet 
that the amounts of these items are not material in relation 
to the financial position as a whole. 

It is our opinion that the Balance Sheet, Exhibit “A”, 
presents fairly the financial position of the Society at 
September 30, 1958, in accordance with generally accepted 
principles of accounting. The Statement of Income, Ex- 
penses and Capital Outlay, Exhibit “C”, is prepared on a 
basis of cash actually received and disbursed. 

Yours very truly, 
MitcHett, Wiccins & CoMPANY 
By CHARLES W. ANDERSON 
Certified Public Accountant 


BALANCE SHEET 
September 30, 1958 
ASSETS 


GENERAL FUND 
Cash in banks 
Accounts receivable: 

Dues from members—Estimated 
collectible value—1958 dues— 

Advertising—Virginia Medical 
Monthly __- 


$4,466.41 


5,476.18 6,726.18 
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Investments: 
United States Savings Bond— 
Present value (Scehdule 1) 


19,953.50 


$ 81,146.09 


PLANT Funpb 


Land and buildings—At cost (Schedule 2) - $125,900.69 
Furniture and equipment: (Schedule 2) 
Estimated value—October 1, 


Cost of acquisitions since 
October 1, 1950 - 951.65 6,569.06 
$132,469.75 
Exuisit “A” 


LIABILITIES AND SURPLUS 


GENERAL FUND 
Accounts payable: 
Preparation of Medical Journal— 


September, 1956 9. 
Surplus: 
Available for appropriation__ $48,920.88 
Appropriated for new office 
Balance-—September 30, 1958 
$ $1,146.09 
PLANT FuND 
Surplus invested in plant assets __-______ $132,469.75 


STATEMENT OF SURPLUS 


For the Fiscal Year Ended September 30, 1958 


Exuisit “B” 
GENERAL FuND 
Balance—October 1, 1957_____- $125,556.61 
Add: 
Increase in accounts 
receivable ___- 504.97 
= $126,061.58 


Deduct: 
Increase in accounts 
payable $ 403.62 


Decrease in bond 
interest adjustment 3,768.00 
Decrease in certifi- 
cate of deposit in- 
terest adjustment 
Net cash decrease 
(Exhibit “C”) _ 43,702.55 


106.12 


47,930.29 


j 
| 


Deduct: Delegates and executive assist- 
Unexpended appropriation— ant to A.MLA. 2,178.91 2,150.00 
New office building _______ 29,160.41 President's expenses __- 1,004.88 1,000.00 
Traveling expenses ______ 1,411.03 1,300.00 
Preparation and distribution of 
medical journal ____________ 34,045.31 30,000.00 
September 30, 1958 $ 48,920.88 Scientific exhibits 2,974.00 2,500.00 
Appropriated for new office building: Legal expenses ________- 3,879.11 3,000.00 
Funds appropriated ____ $120,000.00 Walter Reed Commission -___- 278.02 500.00 
Less: Woman's Auxiliary 100.00 100.00 
Expended for Membership dues—Affliated 
land ____ ~ $22,706.58 agencies __ i 205.00 150.00 
Expended for Editor—Virginia Medical 
building - 68,133.01 90,839.59 690.00 600.00 


Unappropriated balance— 


Special appropriations: 
1 
Appropriated balance Virginia Council Health and 
September 30, 1958 ; 29,160.41 Medical Care _- 2,000.00 2,000.00 


American Medical Education 
GENERAL SuRPLUS— Foundation ------ 2,000.00 2,000.00 
J Exhibit “A” $ 78,081.29 National Society on Medical 
September 30, 1958 (Exhibit “A”) 150.00 150.00 
Rural Health Subcommittee 500.00 500.00 
PLANT FunD Student—American Medical 
Balance—October 1, 1957 $ 68,892.68 Association ~----- 125.00 200.00 


Add: Expended for new building 65,008.01 Social 398.92 $00.00 
Miscellaneous _- 397.97 600.00 


Tora. $133,900.69 House of Delegates—Interim 
Deduct: Book value of furniture sold ___ 1,430.94 ene oo SAS 257.00 200.00 


Balance—September 30, 1958 (Exhibit “A”) $132,469.75 Total—Executive office --. $81,774.12 $84,250.00 


Public relations department: 
STATEMENT OF INCOME, EXPENSES AND CAPITAL OUTLAY Conference expenses $ 500.00 
For the Fiscal Year Ended September 30, 1958 Radio and press --- rt 600.00 
Literature and bulletins 300.00 


Exnisir “C’ Miscellaneous 100.00 


ACTUAL BUDGET 


Gross INCOME Total—Public relations 


Membership dues __-_- $ 54,354.49 department __. $ 820.23 $ 1,500.00 
Interest on investments ules 5,748.39 
American Medical Association _ 346.87 Tora, Expenses $82,594.35 $85,750.00 
Miscellaneous 404.50 
Virginia Medical Monthly: 

Advertising ______ $42,697.89 

Subscriptions—Non- 

members 347.67 43,045.56 


Excess oF Income OveR 
OPERATING EXPENSES $21,305.46 


CAPITAL OUTLAY 


Tora New office building ____. $65,008.01 $94,168.42 


$103,899.81 


EXPENSES Excess OF EXPENSES AND 


Executive office: CapiraL OuTLay Over 
Salaries _ _......... $25,592.05 $26,000.00 Income (Exhibit “B”) $43,702.55 
Telephone and telegrams ______ 1,425.87 1,500.00 
Stationery and supplies ____.__ 914.25 1,000.00 PLANT Funp Assets 
Office equipment—Repairs and September 30, 1958 
717.38 $00.00 SCHEDULE 2 
Building maintenance and re- LAND AND BUILDINGS—At cost 
pairs—Net _____---__--__--__ 1,724.33 2,600.00 Windsor Farms, Richmond, Virginia: 
Convention expense __________ ( 2,145.79) 1,000.00 $22,706.58 
Council and committee expenses 1,039.53 2,500.00 Office building (Architect's fees) 68,133.01 $ 90,839.59 
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Office building—1105 West Franklin Street, 
Richmond, Virginia 34,061.10 
Walter Reed House, Belroi, Virginia 1,000.00 


$125,900.69 


Torat LAND AND 


OFFICE FURNITURE AND EQUIPMENT 


Estimated insurable value at October 1, 1950 $ 

Purchased during the year ended 
September 30, 1951: 
Addressograph—Multigraph 

Protectograph—Check writer 110.30 
Typewriter 156.20 
File cabinets (2) a 71.50 
Vacuum cleaner sins 69.95 
Desks and chairs (2) 316.20 


5,617.41 


100.00 


951.65 


Orrice FURNITURE AND 
EQuIPMENT _$ 6,569.06 
Torat PLANT Assets 


FINANCIAL CONDITION 


The financial condition of the Society at September 30, 
1958, is shown in the Balance Sheet, Exhibit “A”, on the 
accrual basis. A summary thereof is presented as follows 
in comparison with the financial condition for the two 
preceding years: 


SEPTEMBER 30, 
1958 1957 1956 
ASSETS 


Cash __$ $4,466.41 $ 83,218.96 $ 82,569.94 
Accounts receivable 6,726.18 6,221.21 3,127.17 
Investments 19,953.50 38,777.62 47,796.53 
Land, buildings and 

equipment 132,469.75 


68,892.68 43,061.10 


LiaBiLiries, SURPLUS AND FuND BALANCE 
Liabilities: 
Accounts payable $ 3,064.90 $ 2,661.18 $ 
Surplus: 
General fund 


Fund balance: 
Plant fund 


1,899.45 


78,081.29 125,556.61 131,594.19 


132,469.75 68,892.68 43,061.10 


Torat—A.t Funps $213,615.84 $197,110.47 


Analyses and explanations of the more important bal- 
ance sheet accounts follow: 


CasH—$54,466.41 


Recorded cash receipts were accounted for by deposits 
in the banks and disbursements were supported by proper- 
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ly signed and endorsed paid checks. Balances on deposit 
at September 30, 1958, were verified by direct corre- 
spondence with the banks as follows: 


First and Merchants National Bank—Check- 

First and Merchants National Bank—Sav- 
8,334.76 


Bank of Virginia—Savings account _________ 


Southern Bank and Trust Company—Savings 


Franklin Federal Savings and Loan Asso- 
ciation—Savings account 10,984.00 

Richmond Federal Savings and Loan Asso- 
ciation—Savings account 11,015.77 


Tora $54,466.41 


INVESTMENTS—$19,953.50 


United States Savings Bonds, as shown in Schedule 1, 
were verified by inspection of the securities held in a 
safe deposit box at First and Merchants National Bank, 
Richmond, Virginia. They are shown in the balance sheet 
at their current redemption value. 


PLANT Funp Assets—$132,469.75 


Details of the plant fund assets are shown in Schedule 
2. No indebtedness against these assets was disclosed by 
the records. During the fiscal year ended September 30, 
1958, $65,008.01 was expended in the erection of new 
office building located in Windsor Farms, Richmond, Vir- 
ginia. Of the original appropriation of $120,000.00 for 
land, building and equipment, $90,339.59 has been dis- 
bursed. 


A contract of sale for the property located at 1105 W. 
Franklin Street, Richmond, Virginia, was signed on Sep- 
tember 5, 1958, to be settled on September 26, 1958. This 
sale had not been settled at October 3, 1958. Subject con- 
tract is contingent upon a loan being secured on the 
property by the purchaser. Under the contract of sale, the 
Society is to net approximately $23,750.00. 

Furniture, having an estimated value of $1,430.94 at 
October 1, 1950, was sold during the year for $298.50. 


OPERATIONS 


The income, expenses and capital outlays for the fiscal 
year ended September 30, 1958, are shown in Exhibit “C”, 
prepared on the cash receipts and disbursements basis. A 
summary of income, expenses and capital outlays for the 
current year are compared with that of the two preceding 
years as follows: 


FiscAL YEAR ENDED 
SEPTEMBER 30, 
1958 1957 1956 
INCOME 
Membership dues - 
Medical monthly pub- 
lication 


$ 54,354.49 $53,363.44 $51,257.85 


43,045.56 34,314.78 24,251.73 
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EXPENSES 


Executive office 


partment 


Toray 


CAPITAL OUTLAY 


OuTLAY OVER 
INCOME 


INVESTMENT Bonpbs 
September 30, 1958 


Bonps 
U. S. Savings ___- 
U. S. Savings __- 
U. S. Savings 
U. S. Savings __- 
U. S. Savings 
U. S. Savings __- 
U. S. Savings 


Other income 


6,499.76 


2,293.25 


4,169.80 


$103,899.81 


$89,971.47 


$79,679.38 


$81,774.12 
Public relations de- 


820.23 


$71,960.49 


$63,572.69 


510.38 1,483.21 


$82,594.35 


$72,470.87 


$65,055.90 


INcoME OVER 
EXPENSES 


$21,305.46 


$17,500.60 


$14,623.48 


$65,008.01 


$25,831.58 


EXPENSES AND CAPITAL 


SERIES 
F 


J 
J 
J 
J 
J 
J 


$ 8,330.98 § 


No. Bonos 
6 
13 
1l 
1 


1 
2 
2 


DaTep 
10-1-49 
§-1-55 
12-1-55 
12-1-55 
1-1-56 
2-1-56 
7-1-56 


In GENERAL 


The bookkeeping records were found to have been kept 
in a satisfactory manner. 

Insurance in force at September 30, 1958, determined 
from policies on file, was as listed below: 


Fire 
Office furniture and fixtures ________________ $14,000.00 
Building—Windsor Farms, Richmond, 


Building—1105 W. Franklin Street, 
Richmond, Virginia __ 


ion, 

Walter Reed House, Belroi, Virginia _. 2,000.00 
LIABILITY—Owwer’s, LANDLORD’s AND 

TENANT'S 

Bodily injury - $25,000.00-$50,000.00 

Property damage 
Fipetity Bonps 

Executive Secretary-Treasurer 

PERSONAL PROPERTY FLOATER 

All risk—Camera $ 400.00 


SCHEDULE 1 

MATURITY _ Cost 9-30-57 9-30-58 
$ 3,000.00 $ 2,220.00 $ 2,583.00 $ 2,661.00 
6,500.00 4,680.00 4,823.00 4,933.50 
11,000.00 7,920.00 8,085.00 8,250.00 
$00.00 360.00 367.50 375.00 
1,000.00 720.00 735.00 750.00 
2,000.00 1,440.00 1,470.00 1,500.00 
2,000.00 1,440.00 1,458.00 1,484.00 


$26,000.00 


$18,780.00 $19,521.50 $19,953.50 


(Exhibit “A”) 
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Current Currents 


THE RECENT CONGRESSIONAL ELECTIONS have caused many of our members 
to speculate concerning just what effect the results might have on future legislation 
affecting the medical profession. It is for this reason that this issue of Current Cur- 
rents is devoted to a run down on the more important medical legislation considered by 
the 85th Congress. The following paragraphs contain much food for thought. 


FORAND BILL (H.R. 9467): This bill was, without doubt, the most important leg- 
islation of a medical nature introduced during the recent Congress. The bill would 
have amended Title II of the Social Security Act so as to provide hospital, surgical, nurs- 
ing home and dentai care for more than twelve million OASI beneficiaries. The bill 
was supported by AFL-CIO and a number of public welfare groups. It was vigorously 
opposed by medicine and most other organizations in the health field. 


Although the Forand Bill was not reported out of committee, a study was undertaken 
of the various possibilities for financing health care for the aged, with particular em- 
phasis on the practicability of including such a plan under OASI. The Forand, or a 
similar bill, will probably pose a serious problem during the 86th Congress. 


MEDICARE: This program went into effect in 1956, and since that time, there has 
been constant pressure to reduce the utilization of civilian physicians and facilities by 
dependents. In fiscal 1958, approximately 90 million dollars were paid out for civilian 
care.. The administration requested 70.2 millions for fiscal 1959. This appropriation, 
after a vigorous battle, was finally authorized. The effect, however, has been to restrict 


the civilian aspects of the program. The program will undoubtedly receive its share 
of attention next year. 


HILL-BURTON: The program was extended by the 85th Congress for a period of 5 
years (P. L. 664). In addition, the program was amended (P. L. 589) to permit loans 
to be made to those not wishing federal grants. Loan applicants must comply with the 
same regulations as those applying for grants. The American Medical Association sup- 
ported the extension of the Hill-Burton program and urged the elimination of the 
priority for rural areas and the elimination of grants for so-called diagnostic and treat- 
ment centers. 


VETERANS: No new legislation was enacted by the 85th Congress. An effort was 
made, however, to increase the number of VA Hospital beds. 


JENKINS-KEOGH (H. R. 9.and 10): These bills would permit self-employed persons 
to place a portion of their annual income into restricted retirement fund. Federal in- 
come tax on these amounts would be deferred until benefits are paid after age 65. The 
profession has urged the passage of Jenkins-Keogh legislation since 1951. Although H.R. 
10 was favorably reported by the House Ways and Means Committee and quickly passed 
by the House, the Senate Finance Committee decided not to hold hearings since little 
time remained for careful study. However, the bill was offered from the Senate floor as 


an amendment to the Omnibus Tax Bill. A point of order was raised and the Senate, by 
a vote of 52-32, held the bill was “not germane”. 


The fact that H.R. 10 passed the House and that 32 Senators voted for it, even though 
it was brought up without hearings and offered as an amendment to a bill to which it 


was clearly germane, indicated that it has a good chance of passage during the 86th 
Congress. 


MEDICAL CARE FOR PUBLIC ASSISTANCE RECIPIENTS: Considerable confu- 
sion developed following the 1956 amendments to the public assistance program. These 


amendments set up a separate federal matching program for medical care payments. Pre- 
viously, funds for medical care had been included in the general all-purpose public as- 
sistance payments. After 1956, however, the states had to elect whether to take the 
federal medical payments under the new program or the old. Under the 1956 amend- 
ment, further payments could only be made directly to the vendor while under the pre- 
vious system payment could be made to the recipients or to vendor pools. 


The AMA has held that the method of payment for medical care of indigents should 


be determined on the state level after negotiation with representatives of the various 
professions providing such services. The 85th Congress, in passing H.R. 13549, agreed 
with this position. Federal grants for public assistance are now made under one overall 
formula and it is the responsibility of the state to determine how this assistance money 
will be spent for the provision of medical care. Individual states may now provide for 


a direct payment to the vendors or, at its discretion, pay the money to the recipients as 
part of their public assistance payment. 


FEDERAL AID TO MEDICAL SCHOOLS: Several bills were introduced in the 
85th Congress providing for federal grants to medical schools. Although no final action 
was taken on the bills, Congress did extend the program of grants to those schools doing 
research in various crippling and killing diseases for the purpose of constructing labora- 
tories and remodeling existing structures. Schools of public health were also authorized 
annual grants of one million dollars. These grants are to assist the schools in professional 
training, specialized consultant services and technical assistance with the states. 
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Woman's Auxiliary.... 


President__ 
President-Elect 
Vice-Presidents 


Mrs. Charles A. Easley, Danville 
_.Mrs. Walter A. Porter, Hillsville 
_._Mrs. George K. Brooks, Richmond 

Mrs. James M. Moss, Alexandria 

Mrs. W. A. Eskridge, Parksley 
Recording Secretary__Mrs. Robert B. Keeling, South Hill 
Corresponding Secretary _.Mrs. J. J. Neal, Danville 
Treasurer Mrs. Wyndham B. Blanton, Richmond 
Publication Chairman_ Mrs. Custis L. Coleman, Richmond 
Directors__ Mrs. J. R. St. George, Portsmouth 
Mrs. Lee S. Liggan, Irvington 
Mrs. Maynard Emlaw, Richmond 


Alexandria. 


The Auxiliary to the Alexandria Medical Society 
held its first fall meeting on September 30th at‘the 
home of Mrs. S. R. Williams with Mrs. R. H. An- 
derson serving as co-hostess.. Mrs. William .H. 
Young, Jr., President, presided. Other officers for 
the year are: president-elect, Mrs. W. J. Brennan; 
recording secretary, Mrs. J. C. Ransmeier; corre- 
sponding secretary, Mrs. J. G. Brown; and treasurer, 
Mrs. R. Bregman. 

A report was given by Mrs. J. M. Moss on the 
annual convention of the Woman’s Auxiliary to the 
American Medical Association held in San Fran- 
cisco in June. 

The October meeting of this Auxiliary was a 
luncheon at Cedar Knoll Inn. Guest speaker was 
Mr. Malcolm D. Lamborne, Jr., co-editor in the 


Washington office of the American Medical Asocia- 
tion. 

The Auxiliary will sponsor a benefit performance 
of “Cinderella” on the afternoon of December 27th 
at Constitution Hall. The narrated ballet will be 
presented by the National Symphony Orchestra and 
the Washington Ballet. The performance will ben- 
efit the Alexandria Hospital Building Fund. Ticket 
information may be obtained by calling Mrs. James 
Gilbert at KIng 8-5659, Alexandria. 

ELEANOR M. MAncus (Mrs. L. E.) 
Publicity Chairman 


Richmond. 

At the September meeting, the Auxiliary to the 
Richmond Academy of Medicine had as guest speaker 
Dr. Webster P. Barnes, president of the Academy. 
Following a buffet luncheon at the Branch House, 
Dr. Barnes spoke on the Life of Dr. G. Paul La- 
Roque, professor of surgery at the Medical College 
of Virginia until his death in 1934. Mrs. LaRoque 
was guest of honor. 

Two members of the Auxiliary who were intro- 
duced to the group are Mrs. Joseph H. Magee and 
Mrs. Thomas E. Stanley. 

Completed plans were announced for the state 
convention, October 12-14. 

Mrs. J. Henry HAWKINS 
Publicity Chairman 


Congenital Cardiac Defects 


“Diagnosis of Congenital Cardiac Defects in Gen- 
eral Practice,” revised and published in October, is 
now available to physicians, free of charge, upon 
request to the Virginia Heart Association, 12 South 
Third Street, Richmond 19, Virginia. 

This booklet was prepared for the American Heart 
Association and its affiliates by Regina Gluck, M.D., 
Assistant Clinical Professor of Pediatrics, Children’s 
Medical Service, New York University-Bellevue 
Medical Center, New York. 

“The remarkable advances in diagnosis and sur- 
gery of congenital heart defects have made this subject 
of practical importance to the family physician 
and his patients, although the incidence of these 
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anomalies is low,” the author pointed out. “The 
purpose of this. booklet is to present briefly the phy- 
siology and clinical findings in common congenital 
cardiac defects and the indications for surgery.” 

The subject matter of this booklet falls under the 
following headings: ‘Patent Ductus Arteriosus,” 
‘“Coarctation of the Aorta,” “Aortic Stenesis,” “Vas- 
cular Ring,” ‘‘Tetralogy of Fallot,” “Tricuspid Atre- 
sia,” “Truncus Arteriosus,” 
tion of the Great Vessels,” “Pulmonary Stenosis,” 
“Ventricular Septal Defects,” “Atrial Septal De- 
fects,” ‘Innocent (Functional) Murmurs,” “Diag- 
nostic Procedures,” 
dations.” 


“Complete Transposi- 


and “Referrals and Recommen- 


i 


President's Message .... 


HIS ISSUE of the Monthly is of great importance to every member. In it are 
reports of the recent Annual Meeting. The scientific presentations and exhibits 
were of high calibre and the Society is grateful to the participants. The business of the 


Society ran so smoothly that it is hard to realize its importance to the future practice 
of medicine. 


It has grown clear that medico-economic changes challenge the happiness and success 
of the well-equipped physician. His knowledge of the science and the art of practicing 
medicine may be controlled by some third-party with the patient receiving poorer qual- 
ity medical care. Such possible changes are many, and are being worked for with 
enthusiasm by many persons. These plans include third-party medicine through the 
labor unions or Medicare or some forms of insurance, amendments to public assistance 
laws, free hospitalization of the aged under Social Security, national health care for 
the aging, national rehabilitation plans, and many others. 


The physician must help guide and control any such changes if the present quality 
and value of medicine is to continue. Each one of us must know how we stand and 
how the Society stands on such subjects. Seek information and let the appropriate 
committee of your Society know your ideas. The actions of the Society are guided by 
committees which have accomplished much in the various fields. They desire ideas 
and information from the membership. They know the answers to some problems, but 


not to others. Maybe your questions or your information on a subject would help them 
and in time help you. 


Future medical legislation will soon be shaped by the new Congressional Committees 
appointed January first. During the coming term it is up to each of us to study pro- 
spective legislation concerning us, and take some stand on it. Let your local constituent 
society, or the State Society committee which is involved, know wherein your interest 
lies and how you stand. The physician electorate must speak up. Only in this way can 


we continue to practice the brand of medicine we consider best for our patients. 


With best holiday wishes. 


President 
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FEditorial.... 


What Is Happening To The Prescription? 


IME WAS when prescription writing formed an important part of the medical 

curriculum and was an art in which the practicing physician took laudable pride. 

Today it is otherwise. Gone are the boluses, the electuaries and the ursicatories. Gone 

is the Latin, the scruple and the dram. Gone is the elegant chirography which spelled 
out meticulously compounded polypharmacal mixtures, studiedly capturing the thera- 
peutic effects of color, odor and taste and skillfully avoiding the pitfalls of many 
possible incompatibles. In place of all this we have what is perhaps better—the tablet, 
the capsule, the injectable drug, the attractive vehicle, the metric system, and the gen- 


erally approved custom of prescribing a single therapeutic substance at a time. 


While this whittling down of the noble prescription to a one-line order has occurred, 
related to it but more disturbing changes have come about. They are due largely to 
the rise of rich, powerful and influential pharmaceutical corporations which have used 
research, mass production, and advertising so effectively that the pharmacist of the 


corner drug store as we once knew him is a man of the past. 


It is common knowledge, and fully appreciated by the medical profession, that these 
pharmaceutical houses perform an invaluable service to both patient and doctor. In 
their own research, and in their contributions to general medical research, in mass pro- 
duction and distribution, in the purity and potency of their products, in the lowering 
of the cost of medicines, they can be acclaimed as benefactors. After all, do they not 
form with the medical profession an inseparable relationship dedicated to a common 
cause ? 


But when all is said and done, these pharmaceutical houses are business organiza- 
tions operating in a fiercely competitive field and their guiding spirit is their own. It 
may not always square with the sworn ethics of the medical profession. Whenever 
the competition felt by them among themselves produces pressures, open or insidious, 
upon us, it constitutes a danger to our standards. In point is the exploitation of medical 


students referred to in a recent editorial in the New England Journal of Medicine.* 


The Reaction of Medical Students to Drug Advertising is the title of an article pub- 
lished also in that journal, recently. First of all the medical students were astonished 
at the bulk of drug advertising. Perhaps all physicians will confess to an irritation 
caused by this notable feature of it, which results, of course, from the competition 
for business. Drug advertisements crowd the medical journals, litter our mail, and 
tempt us to instruct our secretaries to consign all of it to the trash basket. We recently 
made a modest investigation of this matter ourselves, weighing the amount received day 


by day for a month. Multiplying by twelve, and then by the number of doctors in the 


*New England M. J. 239: 1958, pp. 121, 193. 
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United States, we came up with the astronomical figure of some twenty million pounds. 
This represents big business indeed. 


The medical students were critical also of what they regarded as misleading exag- 
geration. In their investigation they found that the advertisements in three out of 
four cases overstated the virtues of the drugs in question, and, in practically all cases, 
minimized their toxicity and side effects. They also found that only ten per cent of 
the so-called new drugs were really new; and that too frequently a company rushed 


a product to the market before adequate clinical trial had been made. 


The growing tendency to substitute trade names for official names in prescription 
writing was considered by the students, and contrary to their teaching and to faculty 
advice they, as a group, favored the use of trade names, because, they said, “the trade 
name insured a product of a known manufacturer which could be relied upon for purity 
and potency.” They believed “that prescribing official names could result in the 
substitution of inferior products.” Forty years ago, we remember, it was considered 


anathema to write “aspirin” for acetyl salicylic acid. 


We suspected the students would have overwhelming backing if the practicing 
physician were polled. So we undertook a simple investigation, sufficiently accurate 
for the purpose in mind. Twenty representative local pharmacists were asked to express 
in percentage the average number of trade names used in the prescriptions that daily 
came over their counters. With impressive unanimity they stated that nine out of ten 
prescriptions used the trade and not the official name. One druggist counted his last 
200 prescriptions and came up with the same percentage. The short, catchy trade 
name commends itself to the busy doctor of short memory with an aversion to poly- 


syllabic technical words and with a limited chemical interest. 


The doctor needs to beware lest he find himself lazily neglecting his medical jour- 
nals and the guidance they afford the seeker after knowledge in the field of pharmacy 
and therapeutics. Real danger lurks in his slavishly succumbing to the blandishments 
of drug advertisers and the sales talk of the detail men. We join our sister medical 
journal which has brought this whole matter to our attention so ably in advising 
that the editorial board of every medical journal constitute a sub-committee from its 
members to scrutinize all their advertisements for exaggerated claims and minimized 
hazards. We also find ourselves wishing for a compact, loose-leaf, up-to-date formulary 
of officially approved drugs. 


WynpbHAM B. BLanton, M.D. 
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A Christmas Gift for Alma Mater 


N HIS PRESIDENTIAL ADDRESS at the recent meeting of the Association of 
American Medical Colleges, Dr. Lowell T. Coggeshall, Dean of Biological Sciences 
of the University of Chicago School of Medicine, stated that “The time for direct 
Federal operational funds (for the support of medical schools throughout the United 
States) ... has arrived. Indeed it is overdue.” Dr. Coggeshall granted that most edu- 
cation is the responsibility of the states but that “Medical education and research 
are dependent upon schools having a national character and function.” Dr. Coggeshall 
is not alone in this thought and increasing pressure doubtless will be brought on the 


Federal government to take the medical schools under its wing. 


Those of us who look with disfavor upon further encroachment of the United States 
Government in the field of education should remember that there is one thing we can 
do to relieve the financial distress of the American medical schools and make Dean 
Coggeshall’s position less tenable—and that is for us to contribute to the American 


Medical Education Fund. 


Virginia physicians have been something less than generous in giving to the AMEF. 
In 1957 about one-fourth of the physicians in the State contributed $37,210 to this 
cause. On the other hand the two medical schools in Virginia received $97,510 from 
the Foundation and the National Fund for Medical Education. This means that last 


vear we did not pull our weight in the boat. 


Our giving during the first nine months of this vear has been even less. Thus far 
only 104 Virginia physicians have contributed $4,852 directly to the AMEF. This 
compares unfavorably with the $7,209 contributed by 184 doctors last year. Informa- 
tion concerning gifts to the Alumni funds of the two Virginia medical schools is not 
available at this time but there is no reason to believe that they are in excess of last 
year’s total. It is not too late to correct this inequity in Virginia. There is still time 
for us to forward a check to the AMEF or the Alumni fund of our medical schools. 
Under the present income tax schedule this means that at a considerable discount we 
can aid the medical schools of our choice and also make Federal control of our State 


schools less likely. 


H.J.W. 
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Society Proceedings .... 


Virginia State Orthopedic Society. 

The annual meeting of this Society was held at 
the Commonwealth Club, Richmond, October 13th, 
with Dr. J. Hamilton Allan presiding. 

Dr. George G. Hollins, Jr., was elected president; 
Dr. William M. Deyerle, vice-president, and Dr. 
Richard Fisher, secretary-treasurer. 

The annual Spring Scientific meeting will be held 
in Arlington in April 1959. 


The Norfolk County Medical Society 

Announces a program of Clinical Lectureships 
and a Spring Clinic for 1958 and 1959. There will 
be morning and afternoon teaching rounds at DePaul 
Hospital and Norfolk General Hospital with the lec- 
tureship at The Hague Club. 

Dr. John F. Dammann, University of Virginia, 
School of Medicine, was lecturer on November 18th. 
Dr. Henry T. Bahnson, Johns Hopkins University 
School of Medicine, will be lecturer on January 20th; 
Dr. Julian M. Ruffin, Duke University School of 
Medicine, on February 17th; and on March 21st, 
the Annual Spring Clinic will be held at the Center 
Theatre. 


Williamsburg-James City. 


At the meeting of this Society on November 12th, 


Nens Notes.... 


New Members. 
The following new members have been admitted 
into The Medical Society of Virginia since the list 
published in the October issue of the Monthly: 
Ronald G. Barsanti, M.D., Fairfax 
Richard Bertram Blackwell, M.D., Newport News 
William Everett Boyd, M.D., Norfolk 
Frank Buenaventura, M.D., Alexandria 
William Patrick Coleman, M.D., Lynchburg 
Eugene Carl Culbertson, M.D., Pennington Gap 
William Stribling Dingledine, M.D., Richmond 
William Gamm Eckert, M.D., Norfolk 
Marion Dees Miller Faris, M.D., Leesburg 
John Happer Furr, M.D., Norfolk 
Frederick True Given, Jr., M.D., Norfolk 
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Dr. C. F. Frankel, University of Virginia, spoke 
on the Physician’s Liability to the Patient. 


Northern Neck Medical Association. 

At the annual meeting of this Association held 
at Tides Inn on October 23rd, Dr. Paul Pearson, 
Warsaw, succeeded Dr. Horace Kerr, Colonial 
Beach, to the presidency. Others elected were Dr. 
Harper Ward, Montross, president-elect, and Dr. 
Harvey Goode, Jr., Kilmarnock, secretary-treasurer. 

Following a business meeting and luncheon, Drs. 
Edward L. Alexander, Jr., Louis Keffer and Jack 
A. Lawson, all of Newport News, presented the 
scientific program. 


American Society of Internal Medicine. 
Mr. Robert L. Richards, Harrisburg, Pennsyl- 
vania, has been appointed as the first full-time na- 
tional executive secretary for the Society to be 
effective January 1959. The announcement of this 
appointment was made by Dr. Elbert L. Persons, 
Durham, North Carolina, president. The office of 
the Society is located in San Francisco. Mr. Rich- 
ards has been serving as Assistant Executive Direc- 
tor of the Medical Society of the State of Pennsyl- 


vania since December 1956. 


Sixto Guiang, Jr., M.D., Clintwood 
Derwin Kay Harmon. M.D., Roanoke 
Allen Lee Haslup, M.D., Norfolk 

William Dean Keck, M.D., Radford 
Thorlejorm Johan Lassen, M.D., Warwick 
Alvin Margolius, Jr., M.D., Norfolk 
Bernard Herbert Miller, M.D., Norfolk 
James Dalton Price, M.D., Norfolk 
William Norton Reingold, M.D., Norfolk 
Simon Russi, M.D., Richmond 

Rudolf Franz Schuster, M.D., Norfolk 
Charles Willis Sensenbach, M.D., Wise 
Robert Ellsworth Stout, M.D., Hampton 
Harold Lee Williams, M.D., Newport News 
Doris Jane Woodward, M.D., Leesburg 
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The Annual Meeting. 


There was a registered attendance of 1084, in- 
cluding 689 members, 230 ladies, 110 exhibitors 
and 55 students and guests, at the Annual Meeting 
of The Medical Society of Virginia in Richmond, 
October 12-14. 

Dr. Walter P. Adams, Norfolk, succeeded Dr. 
Harry C. Bates, Jr., to the presidency. Dr. Allen 
Barker, Roanoke, was named president-elect; Drs. 
Guy W. Horsley, Richmond, James M. Peery, Cedar 
Bluff, and McLemore Birdsong Charlottesville, vice- 
presidents; Dr. John T. T. Hundley, Lynchburg, 
speaker of the House; and Dr. Fietcher J. Wright, 
Jr., Petersburg, vice-speaker. Councilors are Drs. 
Sheppard K. Ames, Cape Charles; K. K. Wallace, 
Norfolk; Benjamin W. Rawles, JIr., Richmond; 
Fletcher J. Wright, Jr., Petersburg; Louis P. Bailey, 
Nathalie; Alexander McCausland, Roanoke; Harold 
W. Miller, Woodstock ; Byrd S. Leavell, Charlottes- 
ville; James P. Williams, Richlands; and Richard 
E. Palmer, Alexandria. Dr. Vincent W. Archer, 
Charlottesville, was re-elected a delegate to the Amer- 
ican Medical Association, with Drs. Allen Barker 
and W. Linwood Ball, Richmond, holding over. Dr. 
M. H. Harris, West Point, was re-elected an alter- 
nate with Drs. Russell Buxton, Newport News, and 
Kinloch Nelson, Richmond, holding cver. 

Winners of awards for scientific exhibits were: 
lst Award—Treatment of Club Feet in a Young 
Infant by Dr. Frederick W. Rook, Arlington; 2nd 
Award—Peripheral Vascular Disease by Dr. Eugene 
L. Lowenberg, Norfolk; and 3rd Award—Diag- 
nosis and Treatment of Emotional Prcblems in 
Children by Dr. William M. Lordi, Richmond. 

The golf tournament was held on the 13th. and 
the winner of the low gross was Dr. W. Clayton 
Anderson, Winchester; first low net, Dr. Leon Prince, 
Emporia; second low net, Dr. Leon Alexander, 
Smithfield; and third low net, Dr. William Tucker, 
Richmond. 

Dr. Tivis Colley Sutherland, Haysi, wes named 
General Practitioner of the Year. 

The minutes of the Council and House of Dele- 
gates are published in this issue of the Monthly. 


Wanted: Old Photos of Physicians Driving 
Ancient Cars 


The Illinois State Medical Society is preparing 
an exhibit centered around an Illinois Medical Jour- 
nal article which told of the role of physicians in 
the development of the automcbile in the United 
States at the turn of the century. 
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To help illustrate this exhibit, the Society will 
appreciate the loan of old photographs showing phy- 
sicians at the wheels of cars of 1900-1910 vintage. 
Scenes showing difficulties on the road, or poor 


highway conditions, are especially desired. Enlarge- 
ments will be made of these photographs and the 
originals returned undamaged. 

Photographs should be accompanied by a memo 
giving the name and town of the physician, whether 
living or deceased, and the make and year of the 
automobile. They should be sent to Mr. John A. 
Mirt, Illinois State Medical Society, 185 North 
Wabash Avenue, Chicago 1. 


Fellows of American College of Surgeons. 

Sixteen Virginians were among the approximately 
1,100 surgeons inducted as new fellows of the College 
at its meeting in Chicago in October. They are: 

Dr. Christopher J. Murphy, Jr., Alexandria 

Dr. Joseph O. Romness, Arlington 

Dr. Claude C. Coleman, Jr., Charlottesville 

Dr. Martin Donelson, Jr., Danville 

Dr. Charles L. Ransom, Danville 

Dr. H. Lee Earnhardt, Jr., Fredericksburg 

Dr. Gordon W. Jones, Fredericksburg 

Dr. Cyril I. Sease, Jr., Harrisonburg 

Col. Quintino J. Serenati, Langley Air Force Base 

Dr. Claiborne W. Fitchett, Norfolk 

Dr. Thomas L. Stokes, Norfolk 

Dr. Frank B. Clare, Portsmouth 

Dr. Paul W. Robinett, Portsmouth 

Dr. Jacqueline M. Harrison, Richmond 

Dr. Henry P. Royster, Richmond 

Dr. Charles W. Caulkins, Waynesboro 


Dr. Klaus W. Berblinger, 

Formerly of Norfolk, and more recently being 
Associate Professor of Psychiatry at The Psychiatric 
Institute of the University Hospital, Baltimore, has 
been appointed Clinical Director of the Langley 
Porter Neuropsychiatric Institute in San Francisco. 
He will also join the faculty of the University of 
California Medical School. 


Dr. Leta J. White, 
Formerly of Petersburg, is now located in Gaff- 
ney, South Carolina, where she began her practice 
on October Ist. 
Announce Association. 
Drs. William Minor Deyerle and Virgil R. May, 
Jr., Richmond, announce the association of Dr. Ed- 
win W. Hakala for the practice of orthopedic surgery. 
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“City of Candlelight” 

Every Richmond area resident and businessman 
is being asked to help make this the “City of Candle- 
light” at Christmastime this year. 

The project is being promoted locally by the 
Federated Arts of Richmond, a non-profit organiza- 
tion of art, drama, dance, and other cultural groups. 
It was conceived last year during the Christmas 
season by a committee of Richmond businessmen. 

Stores and other business places as well as indi- 
vidual homeowners will be asked to cooperate in 
making Richmond the “City of Candlelight” by 
placing candles in their windows. The number, size, 
and design of the units is being left up to the indi- 
viduals, of course, however Federated Arts is urging 
that only safe electric sets be used. 

The candlelight idea will also be carried cut by 
the member groups of Federated Arts in their holiday 
programs during November and December. 


Postgraduate Training in Psychiatry. 

The National Institute of Mental Health is offer- 
ing grant support for a training program for general 
practitioners and other physicians engaged in the 
practice of medicine other than psychiatry. Funds 
are available during the current year (fiscal year 
1959) for these grants and training institutions may 
submit applications at any time. 

The program has two purposes: 

I. To foster the development of postgraduate 
training in psychiatry for the practitioners who wish 
to increase their psychiatric knowledge and skills 
in order to be able to deal more effectively with the 
emotional aspects of illness generally and in order 
to play a more effective role in the treatment and 
prevention of mental illness. These courses will be 
designed for the physician who plans to continue 
practicing in his own field. 

Grant support is being offered to medical schools, 
hospitals, clinics, and medical and psychiatric so- 
cieties for the development and expansion of such 
postgraduate training in the form of courses, insti- 
tutes, and seminars. This support does not include 
fees, subsistence, or travel for the physicians who 
attend. 

Support of this type of training may be for a 
particular professional group over a given period, 
or for training offered regularly as part of the post- 
graduate curriculum of a medical school, hospital, 
or clinic, or as part of the educational program of 
a medical or psychiatric society. 


Physicians interested in obtaining this type of 
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training should apply to medical schools, hospitals, 
clinics, and medical or psychiatric societies which 
have, or are developing, such training opportunities. 

II. To provide support at an adequate level for 
psychiatric residency training for physicians in prac- 
tice who wish to become psychiatrists. Training 
stipends up to a maximum of $12,000 a year are 
available. The level of payment will be determined 
by the training institutions who will also make the 
award to the individual physicians. The National 
Institute of Mental Health will make awards of 
grants for this purpose to training institutions and 
not to individuals. 

Physicians interested in support for this type of 
training should apply to training institutions which 
are approved for psychiatric residency training. 

Inquiries about the program should be sent to Dr. 
Seymour D. Vestermark, Chief, Training Branch, 
Nationa] Institute of Mental Health, National In- 
stitutes of Health, Bethesda 14, Maryland. 


Dr. Paul W. Bowden, 


Richmond, has been appointed to the medical staff 
of the A. H. Robins Company. He was formerly 
assistant director of the city health department. 


Annual Spring Congress. 

The Gill Memorial Eye, Ear and Throat Hospital, 
Roanoke, will hold its Thirty-Second Annual Spring 
Congress in Ophthalmology and Otolaryngology and 
Allied Specialties, April 6-11. Among the guest 
speakers invited to attend are: Drs. Joseph P. At- 
kins, Philadelphia; Walter S. Atkinson, Watertown, 
N.Y.; Kenneth D. Bailey, Fairmont, W. Va.; 
William L. Benedict, Rochester, Minn.; F. Willson 
Daily, Roanoke; Windsor S. Davies, Detroit; Jeff 
Davis, New York; Francis P. Furqiuele, Phila- 
delphia; Surgeon General B. W. Hogan, Washing- 
ton; Bayard T. Horton, Rochester, Minn.; Wendell 
L. Hughes, Hempstead, N. Y.; John H. King, Wash- 
ington; T. Keith Lyle, London, England; George 
T. Nager, Baltimore, Md.; Robin M. Rankow, New 
York; Kenneth L. Roper, Chicago; A. D. Ruede- 
mann, Detroit; Russell A. Sage, Indianapolis; Jules 
G. Waltner, New York; Edgar N. Weaver, Roanoke; 
and Walter L. Winkenwerder, Baltimore. 


Dr. Paul D. Camp, 

Richmond, has been chosen to represent the Vir- 
ginia Heart Association for a three-year term as a 
member of the National Board of Directors of the 
American Heart Association. The election took 
place in San Francisco in October during the annual 
meeting of the Association. 
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Dr. Hundley Improving. 


Dr. John T. T. Hundley, Lynchburg, who was 
injured by an automobile on October 6th, is well on 
the road to recovery. He suffered a fracture of the 
right side of the skull, broken right arm and leg, 
fractured ribs, ruptured right ear drum and fractures 
of the pelvis. A picture of him in a recent Lynchburg 
paper looked as if the “enforced rest cure” was 
agreeing with him and he certainly appeared in the 
best of spirits. 


American Board of Obstetrics and 
Gynecology 


The next scheduled examinations (Part II), oral 
and clinical for all candidates will be conducted at 
th Edgewater Beach Hotel, Chicago, Illinois, by the 
entire Board from May 8 through 19, 1959. Formal 
notice of the exact time of each candidate’s exam- 
ination will be sent him in advance of the examina- 
tion dates. 

Candidates who participated in the Part I exam- 
inations will be notified of their eligibility for the 
Part II examinations as soon as possible. 
of the American Board of 
Obstetrics and Gynecology, outlining the require- 
ments for application, may be obtained by writing 
to the Secretary: Robert L. Faulkner, M.D., 2105 
Adelbert Road, Cleveland 6, Ohio. 


Current Bulletins 


Dr. Wendell J. Pile, 


Warwick, was guest speaker of the Wythe Wom- 
an’s Club of Hampton at their meeting in September. 
His subject was Mental Health. 


Dr. Houston L. Bell 


Has been re-elected president of the Roanoke unit 
of the American Cancer Society. 


Changes at University of Virginia. 


Dr. Thomas H. Hunter, Dean of the School of 
Medicine, has announced the appointment of Dr. 
Lever F. Stewart as assistant professor of neurology, 
Dr. William Patrick Coleman of Lynchburg as a 
visiting lecturer in medicine, and Dr. Leon Salz- 
man, Washington, D. C., as a visiting lecturer in 
psychiatry. 

Dr. Frank J. Curran has resigned as professor of 
neurology and psychiatry, effective November 30th, 
to enter private practice in New York City. 

Dr. William W. Reingold has also resigned as 
instructor in obstetrics and gynecology. 
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Dr. David William Scott, Jr., 


Fredericksburg, has been elected president of the 
local Kiwanis Club. 


International College of Surgeons. 


The Southwestern Regional Meeting of the Inter- 
national College of Surgeons will be held at the 
Americana Hotel, Bal Harbour, Miami Beach, Flor- 
ida, January 4-7, 1959. This meeting has been 
approved for general practitioners also by the Amer- 
ican Academy of General Practice for Category I 
credit. 

A program may be obtained from Dr. Harold O. 
Hallstrand, general chairman, 7210 Red Road, South 
Miami, Florida. 


Dr. Andrew F. Giesen, 


Radford, has been re-elected as president of the 
Montgomery County Chapter of the Society for 
Crippled Children and Adults. 


New Orleans Graduate Medical Assembly. 

The twenty-second annual meeting of this Assem- 
bly will be held at the Roosevelt Hotel, New Orleans, 
March 2-5, 1959. Full information may be obtained 
from the secretary, Dr. Maurice E. St. Martin, 1430 
Tulane Avenue, New Orleans. 

The 15th Annual Clinical Tour will be held in 
Mexico, leaving New Orleans on March 6th, and 
visiting Mexico City, Cuernavaca, Xochimilco, Tax- 
co, Acapulco, and San Jose Purua. 


Van Meter Prize Award 


The American Goiter Association again offers the 
Van Meter Prize Award of $300.00 and two honor- 
able mentions for the best essays submitted concern- 
ing original work on problems related to the thyroid 
gland. The award will be made at the annual meeting 
of the Association which will be held in the Drake 
Hotel, Chicago, Illinois, April 30, May 1 and 2, 
1959. 

The competing essays may cover either clinical 
or research investigations, should not exceed 3,000 
words in length and must be presented in English. 
Duplicate typewritten copies, double spaced, should 
be sent to the Secretary, Dr. John C. McClintock, 
149' Washington Avenue, Albany 10, New York, 
not later than January 15, 1959. The Committee 
who will review the manuscripts is composed of men 
well qualified to judge the merits of the competing 
essays. 
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A place will be reserved on the pregram of the 
annual meeting for the presentation of the winning 
essay by the author if it is possible for him to attend. 


American College of Surgeons. 

All members of the medical profession are invited 
to attend a three-day Sectional Meeting of the 
American College of Surgeons in Charleston, South 
Carolina, January 19-21, 1959. The pzcgram will 
include discussions on arterial occlusive disease, 
abdominal emergencies, management of g stroin- 
testinal hemorrhage, trauma, cancer, common duct 
strictures, massive hemoptysis, acute hand injury 
reconstruction, cholecystitis, and many mcre topics 
of current concern. An exceptional pregram of 
medical motion pictures will also be shown. 


X-ray Technician 

Wants job. Completed one year’s training at 
University of Virginia Hospital. Prefers small hos- 
pital or clinic. Contact Everett Jackson Wilscn, 
Route 1, Box 176, Covington, Virginia, or phone 
Covington 2-3832. (Adv.) 


Doctor’s Suite Available. 


Center of Clarendon—a thriving and fast-grow- 
ing community in Arlington, Virginia. (Arlingtcn 


Obituaries .... 


Dr. Courtney Edmond, 


Prominent physician of Clifton Forge, died No- 
vember 2nd, at the age of eighty-two. He was a 
graduate of the Medical College of Virginia in 1903. 
Dr. Edmond practiced for five years in Richmond 
and Norfolk before joining the staff of the Chesa- 
peake and Ohio Hospital in Clifton Forge. He 
specialized in eye, ear, nose and throat diseases. Dr. 
Edmond was the first local doctor to be elected tc 
the American College of Surgeons. He was a Life 


and environs—3 miles from Washington—has a pup- 
ulation of 150,000.) This suite has five newly- 
decorated rooms in a brick medical building in 
which there is a pediatrician and an eye, ear, nose 
and throat specialist. Both of these physicians have 
large established practices 


ideal for referral pur- 
poses. Parking lot adjacent to building for specific 
use of physicians and their patients. May share 
secretarial he!p with adjoining suite. Ideal for 
general practitioner or internist or other specialty. 
Contact #550, care Virginia Medical Monthly, 4205 
Dover Road, Richmond 21, Virginia. (Adv.) 


For Sale 


One portable Picker X-Ray Unit. Used. Contact 
Dr. Melvin B. Lamberth, Jr., Kilmarnock, Virginia. 
(Adv.) 


House Physician Wanted 


For 150 bed general hospital located in beautiful 
area of Virginia. Congenial staff, excellent general 
practice residency, excellent salary, full maintenance, 
fringe benefits. Full particular first letter. Per- 
sonal interview mandatory. Write #525, care the 
Virginia Medical Monthly, 4205 Dover Road, Rich- 
mond 21, Virginia. (Adv.) 


Member of The Medical Society of Virginia, having 
joined in 1907. 

Dr. Edmond is survived by his wife and a niece 
and nephew. 


Dr. Lloyd Campbell Agnew, 

Lynchburg, died Octcber 9th. He was forty-two 
years of age and a graduate of the Medical College 
of South Carolina in 1939. Dr. Agnew limited his 
practice to anesthesiology. He had been a member 
of The Medical Society of Virginia since 1954. 
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IN DEBILITATING DISEASE 


Patients receiving 


NILEVAR 


Eat more... 
Feel better... 
Recover faster 


Compsred to control patients, those receiving Nilevar 
(brand of norethandrolone) have repeatedly demon- 
strated more rapid and more complete recovery from 
serious acute illness and increased comfort ind well- 
being in chronic illness. 

A multitude of case histories are now adding indi- 
vidual clinical color to the earlier controlled investiga- 
tions which defined the actions of Nilevar as an effec- 
tive aid in reversing negative nitrogen balance and in 
building protein tissue. 

In typical case reports such gratifying comments as 
these appear: 

Underweight —“Appetite considerably increased 
within one week. Sense of well-being and vigor in- 
creased along with increased appetite.” 

Prematurity (Birth weight: 2 pounds, 4 ounces) — 
“Gradual improvement in appetite and capacity for 
formula. . . . Excellent progress and weight gain for a 
very immature infant.” 


Carcinoma of the Uterus —“Within four days appe- 
tite became excellent, took full diet. . .. More ambition 
while on Nilevar. Enjoys life. Takes part in church and 
other social affairs.” 

Third Degree Burn —“. . . soon began eating all that 
was Offered. . . . Began to show signs of hope for re- 
covery. ... Perhaps one of the greatest changes was in 
the appearance of his wounds which were so very 
much improved.” 

The dosage for adults is 20 to 30 mg. daily in single 
courses no longer than three months. For children the 
daily dosage is 0.5 mg. per kilogram of body weight, 
in single courses no longer than three months. 

Nilevar is supplied in tablets of 10 mg. and ampuls 
of 25 mg. (1 cc.). 


G. D. Searle & Co., Chicago 80, Illinois. Research 
in the Service of Medicine. 
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Gill Memorial Eye, Ear and Throat Hospital 


Announces to the Profession 
its 
THIRTY-SECOND ANNUAL SPRING CONGRESS 
in 
OPHTHALMOLOGY AND OTOLARYNGOLOGY 
April 6 through April 11, 1959 


GUEST SPEAKERS 


Josern P. Atkins, Philadelphia, Pa. L. HuGues, M.D._-_-_- Hempstead, N.Y. 
Watter S. Atkinson, Watertown, N.Y. Washington, D.C. 
KENNETH D. Batrey, Fairmont, W. Va. London, England 
Rear ApMirAL Bruce E. BrapLey Gacnce Baltimore, Md. 

Washington, D.C. Rosin M. Ranxow, M.D.____-__- New York, N.Y. 
F. Witson Dany, Roanoke, Va. L. Roem, Chicago, IIl. 
WInpsor S. Davies, M.D.____--____ Detroit, Mich. A. D. Ruepemann, M.D.......---- Detroit, Mich. 
New York, N.Y. Russert A. Sace, Indianapolis, Ind. 
Francis P. Furcivere, M.D.__-- Philadelphia, Pa. Jutes G. Wattner, M.D._.------ New York, N.Y. 
Irwin A. GinsBerc, M.D.____- Buffalo, New York Epcar N. Weaver, M.D.......--...- Roanoke, Va. 


Bayarp T. Horton, Rochester, Minn. Water L. WINKENWeERDER, M.D._-Baltimore, Md. 


For further information write: 


Superintendent, P.O. Box 1789 Roanoke, Virginia 


STUART CIRCLE HOSPITAL 


413-21 Sruart CircLe 
RICHMOND, VIRGINIA 


Medicine: Surgery: 
MANFreD CALL, III, M.D. A. STtepHeNs GRAHAM, M.D. 


M. Morris Pinckney, M.D. Cuar.es R. Rosins, Jr., M.D. 
ALEXANDER G. Brown, III, M.D. CARRINGTON WILLIAMS, M.D. 
Joun D, Catt, M.D. Ricuarp A. Micnaux, M.D. 
Wynpuam B. Branton, Jr, M.D. CarRINGTON WILLIAMS, Jr., M.D. 
Frank M. Btanton, M.D. ARMISTEAD M. M.D. 
Joun W. Powe.t, M.D. Urological Surgery: 
| Obstetrics and Gynecology: Frank Pore, M.D. 
Wma. Durwoop Succes, M.D. Oral Surgery: 
Spotswoop Rosins, M.D. Guy R. Harrison, D.D.S. 
Davin C. Forrest, M.D. Plastic Surgery: 
Orthopedics: Hunter S. Jackson, M.D. 
Bevertey B. Crary, M.D. 
L. O. Sweap, M.D. 
Pediatrics: Hunter B. Friscukorn, Jr., M.D. 
Cuartes P. Mancum, M.D. Witram C. Barr, M.D. 
Epwarp G. Davis, Jr., M.D. Pathology: . 
Ophthalmology, Otolaryngology: James B. Rozerts, M.D. 
W. L. Mason, M.D. Physiotherapy: 
Anesthesiology: Miss EtHeteen DALTON 
B. Moncure, M.D. Director: 
Hetu Owen, Jr., M.D. Cartes C. Houcu 
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ST. LUKES HOSPITAL 


MecGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine 


General Surgery Obstetrics 

HUNTER H. McGUIRE, M.D. WEBSTER P. BARNES, M.D. W. HUGHES EVANS, M.D. 

MARGARET NOLTING, M.D. JOHN H. REED, JR., M.D. W. H. COX, M.D. 

JOHN P. LYNCH, M.D. > JOHN ROBERT MASSIE, JR., M.D. 

WM. H. HARRIS, JR., M.D. JOSEPH W. COXE III, M.D. 

JOHN B. CATLETT, M.D. 

ROBERT W. BEDINGER, M.D. Dental Surgery GEORGE AUSTIN WELCHONS, M.D. 

JOHN BELL WILLIAMS, D.D.S. 

Orthopedic Surgery Roentgenology 

JAMES T. TUCKER, M.D. Urology JESSE N. CLORE, JR., M.D. 

BEVERLEY B. CLARY, M.D. AUSTIN I. DODSON, M.D. STUART J. EISENBERG, M.D. 

EARNEST B. CARPENTER, M.D. CHAS. M. NELSON, M.D. 

JAMES B. DALTON, JR., M.D. AUSTIN I. DODSON, JR., M.D. Pathology 

mer” J. H. SCHERER, M.D. 

Ophthalmology, Otolaryngology Pediatrics 


JOHN L. THORNTON, M.D. 
FRANCIS H. LEE, M.D. HUBERT T. DOUGAN, M.D. 


Anesthesiology 
Treasurer: RICHARD J. JONES, BS., C.P.A. HETH OWEN, JR., M.D. . 
. WILLIAM B. MONCURE, M.D. 
Free Parking for Patrons BEVERLY JONES, M.D. 


RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 


RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 
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ST. HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Austin I. Dopson, M.D. Guy W. Horsey, M.D. Douctas G. CHAPMAN, M.D. 
Urology General Surgery and Gynecology Internal Medicine 
Austin I. Dopson, Jr., M.D. Ec_mer S. Ropertson, M.D. 
Urology James T. Gtanoutis, M.D. Internal Medicine 
General Surgery and Gy logy 
J. Epwarp M.D. T. E. STantey, M.D. : 
Urology Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 


| Appalachian 


ESTABLISHED 1916 
Hall © Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with coniplete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for clasification of patients, rooms single or en suite. 
Wa. Ray GriFFIN, JRr., M.D. Mark A. GrirFin, SRr., M.D. 
Ropert A. GriFFIn, JRr., M.D. Mark A. GriFFin, Jr., M.D. 


For rates and further information write APPALACHIAN HALL, Asuevitte, N. C. 
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KEELEY 
INSTITUTE 


447 W. Washington St. 
GREENSBORO, 
NORTH CAROLINA 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held in the Rich- 
mond Hotel, Richmond, Virginia, December 3, 
1958. The examinations will be held in the same 
hotel December 4-6, 1958, inclusive. All applica- 
tions and other documents pertaining to the 
examinations or to matters to be discussed by 
the Board must be on file in the Secretary’s 
office on or before November 10, 1958. The Sec- 
retary of the Board is Dr. K. D. Graves, 631 
First Street, S. W., Roanoke, Virginia. 


FOR EXCEPTIONAL 
CHILDREN 


Year round private 


Thompson 
home and school for 
Homestead infants, children and 


adults on pleasant 250 
School 


acre farm near Char- 
lottesville. 
Write for booklet. 


Mrs. J. Bascom Tuompson, Principal 


FREE UNION VIRGINIA 


A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy—for nervous 
and mental disorders and problems of 
addiction. 


Brochure of Literature and Views Sent On Request - P. O. Box 1514 - Phone EL 9-5701 


Staff PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
Medical Director 


THOMAS F. COATES, M.D., Associate 

JAMES K. HALL, JR., M.D., Associate 

CHARLES A. PEACHEE, JR., M.S., Clinical 
Psychologist 


R. H. CRYTZER, Administrator 
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Ben F. Fortune, MD: Associate Medical Director — 
= R. H. Dovenmuehle, MD: Consultant in shiatry 
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TUCKER HOSPITAL Inc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS Dr. JAMES ASA SHIELD DR. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ, JR. Dr. AMELIA G. Woop Dr. ROBERT K. WILLIAMS 


“Understanding Care” 


a Skilled Nursing Care for Your Elderly and Chronic Patients 


AGED * CHRONICALLY ILL * INVALIDS * CONVALESCENTS 


— Each Guest Under Care of His Own Doctor. oe 


24 hours daily care in a specifically built TELEPHONE Private and Semi-Private Rooms with 
52 Bed Nursing Home. Registered, grad- 


baths. Rates from *55 to $75 weekly 
uate nurse, and Res. M.C.V. Extern super- Mitton 3-271] for Bed, Board and General Nursing. 
vision. Trained Dietitian and orderly. 9 minutes from any Local Hospital. 


| Write or Phone 


Remand Masion, Aém. TERRACE HILL NURSING HOME Va 


@ Kidde ATMO Fire Detection Syster: Equippede 
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PROVEN 
PAIN 
RELIEF 


Relieve moderate or severe pain 


Reduce fever 


Alleviate the general malaise of 
upper respiratory infections 


maximum codeine analgesia/optimum antipyretic action 


*Subject to Federal Narcotic Regulations 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


5 
: 
A 
r 


Cod-ine Phosphate ........ 
Aspirin ( Acetylsalicylic Acid) ... . . gr. 3% 


Codeine 
Aspirin ( Acetylealicylic Acid)... +... er. 3% 


..from pain of muscle and joint origin, simple headache, neuralgia, 


and the symptoms of the common cold. 


‘TABLOID’ 


EMPIRIN COMPOUND 


Acetophenetidin 
Aspirin ( Acetylsalicylic Acid) ....... gr. 3% 


Acetophenetidin 
Aspirin (Acetylsalicylic Acid) ...... . gr.3% 


*Subject to Federal Narcotic Regulations 


...from moderate to severe pain complicated by tension, anxiety and restlessness. 
| 
i 
2 
4 
=| ag 
45 ...from mild pain complicated by tension and restlessness. 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


{t is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 
A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia— Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlenta, Ge. 
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SAINT ALBANS 


PRIVATE PSYCHIATRIC HOSPITAL 
RADFORD, VIRGINIA 


ARES 


STAFF 
James P. King, M.D... Director 
Daniel D. Chiles, M.D. James K. Morrow, M.D William D. Keck, M.D. 
Clinical Director Clara K. Dickinson, M.D. J. William Giesen. M.D 


Internist (Consultant) 


Poycholosy: AFFILIATED CLINICS 

Th C Camp. Ph.D Bluefieid Mental Health Center Beckley Mental Health Center 

A ae St P Ph D ; 525 Bland St., Bluefield, W. Va. 207% McCreery St. 
aa. ont David M. Wayne, M.D. Beckley, W. Va. 

Don Phillips, Administrator W. E. Wilkinson, M.D. 


Third Decade of Nursing 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 
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Sophia & Fauquier Sts. 


RIVERSIDE CONVALESCENT HOME 


Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 
$40.00 to $75.00 per week 


Exery Virginia Doctor Should 
Hane These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
By WynbHAmM B. Bianton, M.D. 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
1105 West Franklin Street 
Richmond, Virginia 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


What’s wrong with the term 
“emptying of the gallbladder’? 
The gallbladder discharges bile by fractional evacuation. It is not 


emptied completely at any one time even following a fatty meal. 


Source — Lichtman, S. S.: Diseases of the Liver, Gallbladder and Bile Ducts, ed. 3, 
Philadelphia, Lea & Febiger, 1953, vol. 2, p. 1177. 


routine physiologic support for “sluggish” older patients 


DECHOLIN® one tablet t.i.d. 


therapeutic bile 


increases bile flow and gallbladder function—combats bile stasis 
and concentration... helps thin gallbladder contents. 


corrects constipation without catharsis—prevents colonic dehydra- 
tion and hard stools... provides effective physiologic stimulant. 


DECHOLIN tablets (dehydrocholic acid, AMES) 3% gr. Bottles of 100 and 500. 


AMES COMPANY, INC ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto aaese 
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Whenever a diagnostic “tool” can give you 
some added advantage in better performance or 
wider usefulness — your own diagnostic skill is 
aided by more complete facts, and your time 
is saved through simpler, more convenient use. 
Each of these Sanborn instruments gives you just 
such added advantages. 

With the new Rappaport-Sprague Acoustic 
Stethoscope, sounds which are only faintly dis- 
cernible or at the threshold of audibility with 
conventional stethoscopes become clearly audi- 
ble, providing new assurance in auscultation. 
Equipped with five chest pieces for sensing and 
localizing sounds of various pitch, and three sets 
of ear pieces for proper fit, this new Stethoscope 
clearly reflects the results of ten years of re- 
search and investigation undertaken during 
its development. 

In the Visette electrocardiograph, true porta- 
bility in a clinically accurate ECG is now a 
practical reality. By its brief case size and 18- 
pound weight, the Visette lets you take ’cardiog- 
raphy to your patient — in his home, at the 


SANBORN S 


MEDICAL DIVISION 175 Wyman Street, 


Bernespa Branch Office 8118 Woodmont Ave. 
Oliver 6-5170 and 6-5171 
Ricumonp Resident Representative 301 E. Franklin St., Milton 9-1108 


Give your 
diagnostic skill 
the advantage of 
MODERN 
instrumentation 


PRICES DELIVERED 
CONTINENTAL U.S.A. 


hospital, at an industrial plant clinic, wherever 
the need exists. Modern electronic components 
—a new, much lighter galvanometer — design 
innovations ranging from pushbutton grounding 
and double-check standardization signals to 
fully automatic stylus stabilization as leads are 
switched — make the Visette the most conven- 
ient ECG you (and your technician) can use. 
And this first (and still the only) 18-pound 
*cardiograph is now being used by more than 
3000 doctors, both here and abroad. 

For the benefits modern instrumentation can 
give you and your patients — by extending your 
diagnostic abilities and saving your time in 
day-to-day practice — ask your loca! Sanborn 
man for complete facts on these two unusual 
instruments. He will also be glad to tell you 
how you may use a Visette for 15 days in your 
own practice without cost or obligation, through 
the exclusive Sanborn ‘Try-Before-Buying” 
plan. Call or write him soon — or address Inquiry 
Director at the main office in Waltham, Mass. 


Waltham 54, Massachusetts 
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DRINK 
SIGN OF GOOD TASTE 


CHOICE OF THE MEDICAL 
SOCIETY OF VIRGINIA 
FOR PROFESSIONAL 

LIABILITY INSURANCE THERE ts SAINT PAUL AGENT IN 


. COMMUNITY AS CLOSE AS YOUR PHONE © 


Virginia Head Office 
721 American Building 
Richmond 4, Virginia 
Phone MI 3-0340 
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At All 
DEPENDABLE 


PRESCRIPTION SERVICE 
and 


SERVICE TO PHYSICIANS 


PATTERSONS 


SAFE SERVICE DRUG STORES 


Whenever 

+ the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


Valentine’s 
MEAT EXTRACT 


‘ 
Convalescence 
‘ 


Prescription Specialists 


Lynchburg, Va. Martinsville, Va. jes 
Danville, Va. Altavista, Va. & 
Winston-Salem, N. C. 


Adolescence 


stimulates the appetite, 


increases the flow of 
digestive juices, 


Discriminatin 
provides: supplementary 
amounts of vitamins, min 
and soluble proteins, 


Eye Physician 


Depend on the Services of a extra-dietary vitamin By, 


Guild Optician 


» protective quantities of 
>, potassium, in a palatable and 
«, readily assimilated form. 


Debilirating 
gastrointestinal 
conditions 


Lynchburg, Virginia Supplied in bottles of 2 or 6 fluidounces. 


A. G; JEFFERSON | Dosace is 1 teaspoonful two or three times 


daily; two or three times this amount for 


Ground Floor Allied Arts Bldg. | potassium therapy. 


Exclusively Optical VALENTINE Company, Inc. 
| RICHMOND 21, VIRGINIA 
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Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 


Dial MI 3-1881 


WILLIAMS PRINTING CO. 


11-1315 North Fourteenth Street RICHMOND, VIRGINIA 


G-E molded cassettes cost less— 
last far longer! 


Molded-rubber frame cushions jolts, keeps front and back of 
cassette in true alignment. Built-in glass-fiber pad gently squeezes 
screens and film for uniform contact always. “Slide-easy” latches 
release at light finger pressure, resist accidental opening. Molded- 
rubber seal prevents entry of light. Exclusive rubber hinge — 
thoroughly proved in ¥2-million flexings that left it bonded as 
firmly as at time of manufacture! 


Prices: 5x7—$14.00 8%—$1650 8x10—$18.00 11x14—$23.25 
7x17—$23.50 10x12—$20.00 14x17—$25.25 


Your one-stop direct source for the 


FINEST IN X-RAY 


apparatus... service... supplies 


DIRECT FACTORY BRANCHES ROANOKE 
115 Albemarle St., S.E. * Dlamond 3-6209 
BALTIMORE 
3012 Greenmount Ave. * HOpkins 7-5340 WASHINGTON, D. C. 
806 15th St., N.W., © STerling 3-2546 
NORFOLK 
218 Flatiron Bldg, * MAdison 5-0561 RESIDENT REPRESENTATIVE 


RICHMOND LYNCHBURG 
3425 W. Leigh St. ¢ ELgin 9-5059 M. C. TAYLOR, 2455 Rivermont Ave. * Phone 2-6776 
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Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.? 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (71 grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fl. oz. 


references: 
1 Getente, BQ. and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infecti 
2. Editorial New England J. Med. 258:48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederie ) 
*Reg. U.S. Pat, OW. 
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§ prompt, aggressive 
antibiotic action 
ua reliable defense against 


monilial complications 


both are often needed when 


bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica) . 


It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 


It provides unsurpassed initial blood levels — higher and faster than older forms of tetracycline ~ for the most 
rapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 


It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
spectrum antibiotic is used. 


It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
and anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Ph ycin) and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles of 16 and 100. Hialf-strength Capsules (125 mg./125,000 u.), bottles of 16 and 100, 
Suspension (125 mg./125000 u. per 5 cc.) 60 ce. bottles. Pediatric Drops (100 mg./100,000 u. per ec.). 10 ec. dropper bottles, 


SqQuiss ae Squibb Quality — the Priceless Ingredient 


wrstecun ©, © amo © ant TRADEMARES — 
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in very special cases 
a very superior brandy... 


COGNAC BRANDY 
84 Proof | Schieffelin & Co., New York 


Of 


The American Way 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our mone) 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards . . . one that combines 
the hospitality and charm of the old | ACCELERATE THE 
and the convenience and comfort of 
the new. RECOVERY 


on PROCESS WITH 
Jobn Marshall William Byrd \\ | ! 


STREPTORINASE -ST REPT ODORMASE 


Richmond Hotels Incorporated 


“LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pear! River, New York 


VoL. 85, DECEMBER, 1958 


. 
| 
‘ 
| 
| 7. : 
. 5, 
65 


Full time—one week 


(CADAVER) 
Full time—four weeks.................. 
OBSTETRICS & GYNECOLOGY 
Full time—four weeks................... 
SURGERY 
Full time—one week 
SURGICAL ANATOMY 


Two weeks—part time 


Full time—one week 


Four weeks—full time 


Full time—one week. 


Street, New York 19, N. Y. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(The Pioneer Post-Graduate Medical Institution in America 
—Organized 1881) 


ANNOUNCES 


DIAGNOSTIC PROCTOLOGY & GASTROENTEROLOGY 
also 
PROCTOLOG Y—DIAGNOSTIC & THERAPEUTIC WITH OPERATIVE PROCTOLOGY 


Ciddtwitedevatintveewane October 1 and April 1 


... October l and February 1 


Board preparation and general review (Cadaver) 


UROLOGY-DIAGNOSTIC & THERAPEUTIC WITH RETROPUBIC SURGERY 


UROLOGY—INSTRUMENTAL & OPERATIVE (Cadaver) 
MEDICINE—RECENT ADVANCES, INCLUDING CARDIOLOGY 
COMPREHENSIVE COURSE IN GENERAL MEDICINE AND SURGERY, INCLUDING BASIC 
SCTENCES, TO MEET THE REQUIREMENTS OF THE VARIOUS BOARDS. 

Full time—one and two years—Sept. 15 to June 15 


For Information about these and other courses, Address: 


ere e October 1 and April 1 


October 1 and April 1 


....November 1 and May 1 


October 1 and April 1 


oeau November 1 and March 1 


THE DEAN, 345 West 50th 


Of course, 


Therapy for the menopause syndrome 
should relieve not only the psychic 
instability attendant the condition, but 
the vasomotor instability of estrogen 
decline as well. Though they would have 
a hard time explaining it in such medi- 
cal terms, this is the reason women 
like “Premarin.” 


(em Ayerst Laboratories * New York 16, New York + Montreal, Canada 


women like “Premarin” 


Doctors, too, like “Premarin,” because 
it really relieves the symptoms of the 
menopause. It doesn’t just mask them — 
it replaces what the patient lacks — 
natural estrogen. 


“PREMARIN? 


conjugated estrogens (equine) 
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The Upjohn Company, Kalamazoo, Michigan 


could you 
detect 
the asthmatic on 


\ | i ) | Probably not. Not without a history. 


First, because he’s more than likely symptom-free. 
Second, because he shows none of the disturbing changes in appearance, 
behavior or metabolism sometimes associated with corticotherapy. 


Even your practiced clinical eye would find it difficult 
to spot someone else’s Medrol patient. 


But in your own patients, you could see the advantages 
of Medrol right away. W hy not try it? 


REG. U.S. PAT. OFF, — METHYLPREDNISOLONE, UPLIONN 


If h 
ou were to examine these patients 
y 
Medrol 
* hits the disease, 
but spares the 


OFF ice surceryt 


ELECTIVE AND TRAUMATIC 


use 
XYLOCAINE® uc: so_ution 


(brand of lidocaine*) 


as a local or topical anesthetic 


Xylocaine is routinely fast, profound and well tol- 
erated. Its extended duration insures greater ad ig 


postoperative comfort for the patient. Its mncmmsiegs 
potency and diffusibility render reinjec- 

tion virtually unnecessary. It may be in- 
filtrated through cut surfaces permitting Stow 


pain-free exploration and longer suturing time. 


) AsTRA PHARMACEUTICAL Propucts, INC., WORCESTER 6, MASSACHUSETTS, U. S. A. 


7 warts; moles; sebaceous cysts; benign tumors; wounds; lacerations; biop- (POR } 
sies; tying superficial varicose veins; minor rectal surgery; simple frac- ic] 
tures; compound digital injuries (not involving tendons, nerves or bones) 


*u S. PAT. NO. 2.441.496 MADE IN USA. 


Dem 


200 mg. (3 grains) 

mg. grains) 1 or 2 tablets. 

Demerol hydrochloride. 30 mg. (1/2 grain) Narcotic blank required. 


Potentiated Pain Relief 


WINTHROP LABORATORIES 
New York 18, N. Y. © Windsor, Ont. 


Demerol (brand of meperidine), 
trademark reg. U.S. Pat. Off. 
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PREVENT 


both cause and fear 


ANGINA 
ATTACKS 
iltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
MILTOWN’ PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.”! 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.”? 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 


Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 
Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 
Dosage should be individualized. For clinical supply and literature, write Dept. 58-B 


1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1:395, March 1958. 
2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


(JP WALLACE LABORATORIES, New Brunswick, N.J. 
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Todays Health 


American Medical Association 


THe 


CHRONIC 
BRONCHITIS 
0 


[ 
INFECTIOUS 
DERMATITIS? 


of Cood Buy i in 
Public Relations 


% Place it in your reception room 


Today’s Health is published for 
the American Family by the 
American Medical Association, 535 
N. Dearborn St.—Chicago 10, Illinois 


your subscription order to a member of 
local Medical Society Woman's Auxiliary, 
oO can give you Special Reduced Rates.. 


PRICES FOR REPRINTS 


of Articles Appearing in 
The Virginia Medical Monthly 
Trimmed Size 5%x7¥% ins. Type Page 3x5¥4 ins. 
Minimum Order 100 Copies 


100 250 500 1,000 2,000 


$ 6.90 $ 7.60 $ 9.20 $15.75 
12.30 13.90 15.20 5 27.05 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


VARIDAS 


STREPTOKINASE-STREPTODORNASE 


Me *Reg US. Pat OFF 


18.05 
18.85 
21.75 


xtra for 
Covers 7.60 


ENVELOPES: 
Printed 4.60 
Blank 1.40 


Prices F.O.B. Richmond, Va. Shi 


20.60 23.10 
22.10 25.55 
27.35 31.05 


8.75 °2..05 


7.00 9.55 
3.20 5.05 


43.45 
46.45 
56.80 


21.75 


27.25 
19.00 


ents will 


be sent postpaid if check sent with order. 
Orders must be placed before type is 


distributed. 


WILLIAMS PRINTING CO. 
11-13-15 North 14th Street 
RICHMOND, VIRGINIA 


" LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River. New York 
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corticosteroi 


a 


reat more patients more effectively 


with the: of CORTONE® (cortisone). 
achievement of the first corticosteroid 
: 
0 


new 
order 
magnitude 


References: 

1. Boland, E.W.: California Med. 
88:417 (June) 1958. 

2. Bunim, J.J., et al.: Arthr. & 
Rheum. 1:313 (Aug.) 1958. 

3. Boland, E.W., and Headley, 
N.E.: Paper read before the Am. 
Rheum. Assoc., June 21, 1958, 
San Francisco, Cal. 

4. Bunim, J.J., etal. Paper 

read before the Am. Rheum. 
Assoc., June 21, 1958, San 
Francisco, Cal. 


In Anti-Inflammatory Potency 


DECADRON “possesses greater anti-inflamratory potency 
per milligrarn than any steroid yet produced,”"! and is “‘the 
most potent steroid thus far synthesized.'’? Milligram for 
milligram, it is, on the average, 5 times more potent than 
6-methylprednisolone or triamcinolone; 7 times more potent 
than prednisone; 28 times more potent than hydrocertisone; 
and 35 times more potent than cortisone. 


In Dosage Reduction 


Thanks to this unprecedented potency, DECADRON is 
“highly effective in suppressing the manifestations of 
rheumatoid arthritis when administered in remarkably small 
daily milligram doses.’"? In a number of cases, doses as low 
as 0.5-0.8 mg. proved sufficient for daily maintenance. The 
average maintenance dosage in rheumatoid arthritis is about 
1.5 mg. daily. 


in Elimination and Reduction of Side Effects 


Virtual absence of diabetogenic activity, edema, sodium 

or water retention, hypertension, or psychic reactions has 
been noted with DECADRON.!234 Other ‘classical’ 
reactions were less frequent and less severe. DECADRON 
showed no increase in ulcerogenic potential, and digestive 
complaints were rare. Nor have there been any new or 
“peculiar” side effects, such as muscle wasting, leg cramps, 
weakness, depression, anorexia, weight loss, headache, 
dizziness, tachycardia or erythema. Thus DECADRON 
introduces a new order of magnitude in safety, 
unprecedented in corticosteroid therapy. 


In Therapeutic Effectiveness 


With DECADRON, investigators note ‘‘a decided intensification 
of the anti-inflammatory activity’? and antirheumatic 
potency.‘ Clinically, this was manifested by a higher degree 

of improvement in many patients, previously treated with 
prednisteroids,? and by achievement of satisfactory control 

in an impressive number of recalcitrant cases.34 


in Therapeutic Range 


More patients can be treated more effectively with DECA- 
DRON. Its higher anti-inflammatory potency frequently brings 
relief to cases resistant to other steroids. Virtual freedom 
from diabetogenic effect in therapeutic dosage permits 
treatment of many diabetics without an increase in insulin 
requirements. Absence of hypertension and of sodium and 
fluid retention allows effective therapy of many patients with 
cardiovascular disorders. Reduction in the incidence and 
severity of many side effects extends the benefits of therapy 
to numerous patients who could not tolerate other ste-oids. 
And a healthy sense of well-being, reported by nearly all pa- 
tients on DECADRON, assures greater patient cooperation. 


To treat more patients more effectively 
in all allergic and inflammatory disorders 
amenable to corticosteroid therapy 


DOSAGE AND ADMINISTRATION 
With proper adjustment of dosage, 
treatment may ordinarily be 

changed over to DECADRON 

from any other corticosteroid 

on the basis of the following 
milligram equivalence: 


One 0.75 mg. tablet of DECADRGN (dexamethasone) replaces: 


+ | + 


One 4 mg. One 5 mg. One 20 mg. One 25 mg. 


th tablet of tablet of 
triamcinolone prednisone 


SUPPLIED: 


As 0.75 mg. scored penta- 
gon-shaped tablets; also as 
0.5 mg. tablets to provide 
maximal individualized 
flexibility of dosage ad- 
justment. 


Detailed literature is availabie to physicians on request. 


*DECADRON is a trademark of Merck & Co., Inc. 
©1958 Mercx & Co., Inc. 


Qo) Merck Sharp & Dohme Phitadeiphia 1, Pa. 
Division of Merck & Co., Inc. 


DEXAMETHASONE 
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Bed of Digitalis purpurea 
with Campanula (Canterbury Bells) in foreground 


Not far from here are manufactured 
from the powdered leaf 
Pil. Digitalis (Davies, Rose) 
0.1 Gram (114 grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 
with an expiration date on each package. 
Being Digitalis in its completeness, 
this preparation comprises the 
entire therapeutic value of the drug. 

It provides the physician with a safe and effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation. 
Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Co., Ltd. Boston 18, Mass. 
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OSTEOART 
ARTHRITIS MRITIS, 


A IMINARY REPORT 
Harry Burtield, Nev York 


In one stud 
udy of $00 con 


The broad range of applications for Transerpin hex > 
Tablets permits its effective use in almost every Another point wa ke bering — Because | 


anti-hypertensive regimen. Transerpin Tablets 
patients’ 


twice as far! Ny 


Used alone, Transerpin is often sufficient medica- 
tion in the treatment of mild labile essential hy- 


pertension and other mild cases of hypertension. 


* 
. . - In more severe cases, Transerpin given Quality -praven by 
initially, or in conjunction with more potent anti- Millions of Dose! 


hypertensive agents, permits a lower dosage 
schedule and thus fewer side-effects. 


Transerpin Tablets are supplied in three strengths 

—0.1 mg., 0.25 mg., and 1.0 mg. as green com- 
PRODUCTS co., Inc. 

PETERSBURG, VIRGINIA 


pressed tablets in bottles of 100 and 1,000 tablets. 


CLINICAL SAMPLES AND LITERATURE GLADLY SENT UPON REQUEST 


Resery _cential Hypertens! JOURNAYI 

| vd 

_ Reserpine Alkaloid, Tablets of 0.1 mg.,0.25 mg., & 1.0 mg. 

estly priced, your 
a ill stretch nearly 


whenever 


he 
Starts 


hes 
ready 


New vitamin-mineral supplement y 
in delicious chocolate-like nuggets 


There’s nothing easier to give 
or take- 

than Delectavites. 

A real treat... 

the children’s favorite... 
tops with adults, too. 


WHITE LABORATORIES, ! 
KENILWORTH, N. J. 
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4 Vitamin Units® 
i 4 Vitarnin 75 me. 
~ j Vitamin 
Vitarmin 8-12 Activity....3 mcg. 
20 mg. 
Folic 
30 meg 
Rutin 12 mg. 
Caicium Carbonate....125 me. 
ME. 
Cobelt 0.1 me. 
Magnesium........ 3.0 me. 
Manganese 5 
Molyddenum 10 
Potassium 25 ™ 
tar 
Bese One Nugget per day 
Supetied Boxes of 30-one 
month's supply 
Boxes of 90—three 
months’ supply or 
4 family package. 


A few suggestions to help the diet fit your patient's 


personal preferences and way of life 


of beer, with 


your consent, 


The Diabetic Diet 


A measured diet is vital. Portions should be 
served in dishes that fit the serving. A small 
portion on a large plate is not a happy prospect. 
A food exchange list provides variations in diet. 
Insulin demands food with the urgency and 
regularity of an alarm clock. 

If dinner is late, suggest a light snack at the 
usual mealtime with corresponding caloric re- 
duction in the delayed meal. Hard candies do 


United States Brewers Foundation x 
Beer— America s Beverage of Moderation 


well as a precaution against insulin reaction. 
Plan low calorie wafers when others nibble 
canapés or chocolates. Above all, give your 
patient a variety of his food preferences. 

And with a glass of beer*—at your discretion 
—your patient will find his diet interesting and 
ample without straying from instructions. 


*Carbohydrate 9.4 Gm; Protein 0.8 Gm; Calories 104/8 oz. 
(Average of American Beers) 


2 


If you'd like reprints of this and 11 other dietary suggestions, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17,N. ¥, 
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No children allowed 
Cuniess accompanied 


by parents) 


Curious children and medicine cabinets just 
don’t mix. And, if you can’t always keep kids out of 

your medicine cabinet . . . see to it that you keep 
harmful medicines out. The place for them is high up 


One of a Series of Newspaper Ads on a closet shelf or behind locked doors. 
Directed to Your Patients ¥ 
and Our Customers.... 


Be sure the only 
medicines your children take 
are those prescribed by 
your physician and in ac- 
cordance with his 
directions. Rely on Peoples 
when your physician hands 
you a prescription. Entrust 
it to Peoples for prompt, 
accurate service, priced with 
uniform economy. 


{ \ Bring Your Next Prescription to Peoples 


PEOPLES Certified 


"9 AT ALL PEOPLES SERVICE DRUG STORES 
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The cough control provided by homarylamine (a non-narcotic antitussive) 
approximates that of codeine. 


Three antibiotics (bacitracin, tyrothricin, neomycin) act in combination 
against a wide variety of pathogens—with little danger of side reactions. 


The anesthetic-analgesic effect of benzocaine brings soothing relief to in- 
flamed tissues of mouth and throat. 


PENTAZETS now extend the therapeutic usefulness of convenient troche 
medication. Each pleasant-tasting PENTAZETS troche acts promptly against 
the most bothersome aspects of mouth and throat irritations. 


PRESCRIBE 


Pentazets 


antitussive—antibiotic - anesthetic—analgesic troches 


mQo MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.. Inc., PHILADELPHIA 1, PA. 


Dosage: Three to 5 troches daily for 3 to 5 days. 
Supplied: In vials of 12. 
PENTAZETS is a trademark of Merck & Co., Inc. . 
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your 
| broad-spectrum 
antibiotic 


Avatabie forng: 


Paneiba Capauits, botties of 18 and 106: 
capsules. Easth eapsute contsing: 
Panmycin phosphate (tetrecyetine phosphate 
complex) eg@ivalent to tetracycline bydre- 
Albemycin (as nevebiecin sodium). . - 125 meg. 
2. Panatbe KM Flavered Granules. 
sufficient water added te the bette, 
tach teaspaontal @ ce.) contains; 
Panmycin (tetracyeliae) equivalent te tetra. 
Atvamycim (88 nevebiocin catcium). mg. 

Oosage: 

Paneibe Capsutes 

Usual adult dosage is 2 capsules q.i.d, 


Panalbe KM Granules 

For the treatment of moderatety acute infec- 
tiens in infants and children, the recom. 
mented dosage is 1 ‘easpoontul per 15 to 
20 'Ds. of body weight per day, administered 
it 2 t© 4 equal doses. Severe or 

infections require higher doses, Dosage for 
adults is 2 to 4 teaspoonfuis J or 4 times daily, 
depending on the type and severity of the in- 
fection. 
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des triple sulfonamide prophylaxis, 
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CATASTROPHIC HOSPITAL AND NURSE EXPENSE 


and 
PROFESSIONAL OVERHEAD 


From time to time members have brought to our attention the 
existence of various plans of personal insurance sponsored by one or 
more Associations. As a result your Insurance Committee has inves- 
tigated various contracts available. Accordingly, The Medical So- 
ciety of Virginia is pleased to announce its own approved plans of 
personal insurance underwritten by the American Casualty Com- 
pany, Reading, Pennsylvania. 


Beyond question our Program is one of the broadest and most com- 
prehensive of any sponsored by a professional association. All 
members under age 70 in active full time practice and their de- 
pendents are eligible to apply. 


Customarily, a minimum requirement of 50° participation of the 
eligible membership is necessary to waive underwriting and accept 
all who apply. Under our Society’s Program we need only 500 ap- 
plications under each plan to achieve this vital concession. Therefore, 
we urge that you carefully consider the brochures that were mailed 
you and return your applications as early as possible to the admin- 
istrator, David A. Dyer, Medical Arts Building, Roanoke. 


Our Program is truly outstanding, and we anticipate an overwhelm- 
ing response. Please act now. It is your approved plan. 


AnpreEw F. Gresen, M.D., Chairman 
Insurance Committee 


The Medical Society of Virginia 
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A PSYCHOTHERAPEUTIC ANTIHISTAMINE 


(as designated by A.M.A. Council on Drugs, 1958) 


SPECIFIC ANTIHISTAMINIC ACTION in the treatment of a variety 
of skin disorders commonly seen in your practice. 


“While some of the tranquilizers are only partially effective as far as 
antiallergic activities are concerned... {hydroxyzine] has been found, 
by comparison, to be the most potent thus far.. .””! 


“The most striking results were seen in those patients with chronic 
urticaria of undetermined etiology.”* 


PLUS 


PSY CHOTHERAPEUTIC POTENCY forthe relief of anxiety and tension. 
The psychotherapeutic effectiveness of hydroxyzine (VISTARIL) was 
confirmed in a series of 479 patients suffering from a wide variety of 
dermatoses, including atopic dermatitis, neurodermatitis, psoriasis, 
lichen planus, nummular eczema, dyshidrosis, pruritus ani and vulvae, 
and rosacea. “Adverse reactions were minimal.’ 


RECOMMENDED ORAL DOSAGE: 50 mg. q.i.d. initially; adjust ac- 
cording to individual response. 


VISTARIL Capsules: 25 mg., 50 mg., 100 mg. 


VISTARIL Parenteral Solution: 10 cc. vials and 2 cc. Steraject® Car- 
tridges. Each cc. contains 25 mg. hydroxyzine (as the HCl). 
REFERENCES: 

1. Eisenberg, B. C.: Clinical Medicine 5:897-904 (July) 1958. 


2. Feinberg, A. R., et al.: J. Allergy 29:358 (July) 1958. 
3. Robinson, H. M., et al.: So. Med. J. 50:1282 (Oct.) 1957. 
Science for the world’s well-being 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 
*Trademark 
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D> MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Cremomycin is a trademark of Merck & Co., Inc, 
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Both CENTRI 


Centra 


Tonic tion -— prompt prolonged 


Antihistom nic and Expectorgat Action 


sve Effect — mild, dependable 


Abbott 

Ames Company, 

Appalachian Hall 

Astra Pharmaceutical Products, Inc.__ 
Ayerst Laboratories 

Brayten Pharmaceutical Company 
Burroughs Wellcome & Co.---- 
Coca-Cola - 

Corn Products Refining Company 
Davies, Rose & Company, Limited 

Eli Lilly and Company- 

General Electric _- 

Gill Memorial Eye, Ear and Throat Hospital, 
Jefferson, A. G 

Johnston- Willis Hospital 

Jones and Vaughan 

Keeley Institute, The 

Lakeside Laboratories 


Lloyd, Dabney & Westerfield, 
Medical Society of Virginia 
Merck Sharp & Dohme 28-29, 44-45, 71-74, 80, 87 
New York Polyclinic Medical School and Hospital, The 66 
Parke, Davis & Company ------ Second Cover-3 
Patterson’s Safe Service Drug Stores 
People’s Service Drug Stores__-_--- 
32-33, 86 
Physicians’ Products 
Plyler’s Nursing Home, Mrs. 
Richmond Eye Hospital—Richmond Ear, Nose and 

Throat Hospital 


88 


ocodeinone bitartrate 
Potassium guslecol sulfonate 
Ammonium chioride 
Menth=! 
Chioreform 
Aicoho! 

Bottles of 16 ff. oz. 


Justis Back Cover 
Saint Albans 56 
Searle 
Smith-Dorsey ..36, 90 
Smith Kline & French Laboratories___ 
Squibb - hind 30-31, 64 
St. Elizabeth’ Hospital. 
St. Luke’s Hospital. 
St. Paul-Western Insurance Cenpesies 
State Board of Medical Examiners, The 
Stuart Circle Hospital 
Terrace Hill Nursing Home_---- 
Tilden Company, 
Thompson Homestead School, The_- 
Today's Health 
Tucker Hospital, 
United States Brewers 
Upjohn Company, The 
Vale Chemical Company, Inc., 
Valentine Company, Inc 
Wallace Laboratories 
Westbrook Sanatorium 
White Cross Hospital 
White Laboratories, 
Williams Printing 
Winthrop Laboratories 
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Whipworm 


TY / 


Roundworm Strongyloides 


Clinical studies! show: e It eliminates pinworm infection in 


100 percent of patients. 
e ‘Delvex’ is effective orally, usually 


within five days, against four of the ° !t is the first effective and practi- 
five most common worm infections: ©@ble agent for the oral treatment of 

strongyloidiasis and whipworm in- 
Pinworm Whipworm fection. 


Roundworm _Strongyloidiasis e No adjunctive measures are need- 


e It also inhibits, and sometimes ed with ‘Delvex’ therapy. 


eliminates, hookworm infection. Further information and clinical re- 
ports may be obtained from your 

e It is fully effective in both single _ Lily representative or by writing to 

and multiple infections and in both — gyr Medical Department. 

heavy and light infections. **Delvex’ (Dithiazanine lodide, Lilly 


A.M. A. 165:2063, 1957 


ELI LILLY AND COMPANY ~« INDIANAPOLIS 6, NDIANA, U.S.A. 
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cold symptoms 
can controlled 


This new timed-release tablet provides: 


... the superior decongestant and antihistaminic 
action of Triaminic 


++.non-narcotic cough control as effective as with 
codeine, but without codeine’s drawbacks 


an expectorant to help the patient expel 


thickened mucus 


.+-the specific antipyretic and analgesic effect 
of well-tolerated APAP 


.+-the prompt and prolonged activity of 
timed-release medication 


Each Tussacesic Tablet contains: 


TRIAMINIC® 
(phenylpropanolamine HCl... . 
pheniramine maleate 
pyrilamine maleate 

Dormethan 
(brand of dextromethorphan HBr). . 30mg. 


APAP (N-acetyl-p-aminophenol) . . . 325mg, 


Also available: 
for those who prefer liquid medication = 
Tussagesic suspension 


In each 5 ml.: Triaminic, 25 mg.; Dormethan, 
15 mg.; terpin hydrate, 90 mg.; APAP, 120 mg. 


Tussagesic timed-release tablets provide 
relief in minutes, which lasts for hours 


first—3 to 4 hours of 
relief from the 
outer layer 


then —3 to 4 more hours 
of relief from 


the inner core 


Dosage: | tablet in the morning, mid-afternoon, 
and evening, if needed. Should be swallowed 
whole to preserve the timed-release action. 
Suspension: Adults—1-2 tsp. every 3-4 hours; 
Children 6-12 years old—1 tsp. every 3-4 hours; 
Children under 6—dosage in proportion. 


ussagesic 
* Contains TRIAMINIC of) running noses &, e and open stuffed noses orally 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska + Peterborough, Canada 
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Enhances safety when more potent drugs 
are needed. 
Rauwiloid® + Veriloid® 

alseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose, 1 tablet t.i.d., p.c. 


Rauwiloid® + Hexamethonium 


alseroxylon 1 mg. and hexamethonium chloride 
dihydrate 250 mg. 


in severe, otherwise intractable hyper- 
tension. Initial dose, % tablet q.i.d. 


Many such 


ng Rauwolfia response 


hypertensives have 
been on Rauwiloid 
for 3 years 


and more* 


for Rauwiloid IS better tolerated... 
“alseroxylon [Rauwiloid] is an anti- 
hypertensive agent of equal thera- 
peutic efficacy to reserpine in the 
treatment of hypertension but with 
significantly less toxicity.” 
*Ford, R.V., and Moyer, J.H.: Rau- 
wolfia Toxicity in the Treatment of 


Hypertension, Postgrad. Med. 23:41 
(Jan.) 1958. 


side actions 


just two tablets 
at bedtime 
After full effect 

one tablet suffices 


Riker) 


Both combinations in convenient 
single-tablet form. 
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nausea and vomiting 


—from virtually any cause 


e in pregnancy —pre- and postoperative states— 
gastroenteritis—alcoholism—cancer and chronic 
diseases 


e control is achieved with low dosage—usually 
15 to 20 mg. daily—and often within a half 
hour after the first oral dose 


“Compazine’ is remarkable for its freedom from drowsiness. Patients 
carry on normal activities and often experience an actual alerting effect. 


...for immediate control of severe vomiting: 


Ampuls, 2 cc. (5 mg./cc.) 
NEW: Multiple dose vials, —always carry one in your bag 
10 cc. (5 mg,/cc.) 
Also available: 
Tablets, 5, 10 and 25 mg., in bottles of 0 and 500. 
Spansule* capsules, 10, 15 and 30 mg., in bottles of 30 and 250. 
Suppositories, § and 25 mg., in boxes of 6. 
Syrup, 5 mg./teaspoonful (5 cc.), in 4 fl. oz. lightproof bottles. 
Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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